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Tuberculosis has long taken a large toll in the health 
and life of physicians. Apparently it has been a serious 
problem among students from the earliest days of medical 
teaching. As sanatoriums were established, many were 
partially or completely staffed by physicians who had de- 
veloped clinical tuberculosis as students or recent gradu- 
ates. Dr. G. M. Meade, present executive director of the 
Trudeau Sanatorium, Trudeau, N. Y., stated that from 
Oct. 1, 1920, to Nov. 30, 1953, there were 6,850 first 
admissions and that 647 (9.49% ) of these were medical 
students and physicians. Many more have been treated 
in other sanatoriums. Our professional observations on 
tuberculosis among students and graduates began in the 
fall of 1920, when a weighty problem existed at the Uni- 
versity of Minnesota, Minneapolis. A review of the liter- 
ature revealed no record of a serious attempt having been 
made anywhere to solve this problem. Numerous opinions 
were expressed, but in a considerable number of schools 
a fatalistic attitude prevailed. It seemed that a profession 
that could not solve the tuberculosis problem among its 
own members scarcely deserved public confidence in at- 
tempts to eradicate the disease in all segments of a popu- 
lation. Many sanatoriums were in operation, and tubercu- 
losis among animals was being controlled, but practically 
nothing was done for students of medicine except to send 
away those who became seriously ill. 

A survey reported in 1941 revealed that among the 
90.6% traced in the graduating classes of the University 
of Minnesota from 1919 to 1932, demonstrable tubercu- 
lous lesions developed in 92 (7.07% ) while in school or 
after graduation, 11 of whom died from tuberculosis. 
Surveys among students and graduates of the schools of 
law and education showed a much lower incidence. From 
1920 to 1928 we saw most tuberculous students after 
symptoms appeared. Among those on the campus found 
to have clinical tuberculosis there was such a preponder- 
ance from the schools of nursing and medicine that 
plainly the most important problem lay in these schools. 


Many persons with contagious tuberculosis were attend- 
ing clinics and occupying hospital beds. Students were 
participating in diagnostic and therapeutic procedures 
without the benefit of contagious disease technique. 
Moreover, the postmortem rooms in which they worked 
afforded no protection. 


ATTACK ON TUBERCLE BACILLUS 


It was known that invasions of tubercle bacilli in a 
person result in tuberculosis and that infection is acquired 
after birth. Therefore, it seemed most logical to attack 
the tubercle bacillus rather than just the gross disease it 
produces. Ghon had demonstrated that tuberculous le- 
sions can always be found in bodies of persons who, dur- 
ing life, had no evidence of this disease except the reac- 
tion to tuberculin and died from other causes. Since 1892 
veterinarians had proved incontrovertibly that tubercu- 
lous lesions are present in animals that react character- 
istically to tuberculin regardless of apparent excellent 
health. Thus, a test was available that would detect the 
presence of tubercle bacilli in the bodies of students just 
as surely as though they were seen through a microscope 
or were grown in culture media or in animals. From 
routine tuberculin testing of medical students on entrance 
to school, those who already harbored tubercle bacilli 
could be identified. By periodic testing of others it was 
possible to recognize those who became infected while 
in school. Since it was known that human tissues, includ- 
ing the skin, become so sensitized to tuberculoprotein 
within three to seven weeks after tubercle bacilli invade 
the body as to be readily detected by the tuberculin test, 
when and where such invasions occurred could be deter- 
mined with reasonable promptness. The tuberculin test 
was used frequently from 1920 to 1928 in differential 
diagnosis after demonstrable lesions were in evidence. 
Beginning in 1928 this test became a part of the entrance 
examination and was administered periodically to all 
students who did not react on admission. 





From Students’ Health Service, Department of Medicine, and School of Public Health, University of Minnesota medical and graduate schools. 
Read before the Section on Diseases of the Chest at the 103rd Annual Meeting of the American Medical Association, San Francisco, June 25, 1954. 
This study was aided by a grant from the H. Longstreet Taylor Foundation, established by Minnesota Tuberculosis and Health Association. 


1 
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This study includes data on the incidence of primary 
tuberculosis (tuberculous infection), as manifested by 
the tuberculin reaction, on entrance to medical school 
and on graduation of 2,914 physicians in the classes from 
1930 to 1953 inclusive (table 1, fig. 1). In the class that 
graduated in 1930, 42.9% of the students reacted on 
entrance to school in 1926 and 66.7% reacted on gradua- 
tion. There was a precipitous increase in the number who 
became infected while in school in the 1934 and 1936 
classes. In 1936, nearly as many students developed pri- 
mary tuberculosis, mostly in the senior year, as had been 
infected from birth until entrance to medical school. 

Although the problem of tuberculosis among students 
of medicine was considered serious in the early 1920's, 
its real magnitude was not appreciated until the tubercu- 
lin test was made routine in 1928. For the previous two 
years students had requested this test. While we felt no 


J.A.M.A., May 7, 1955 


since its principles had been embodied in the provision of 
sanatoriums and control of disease among animals to 
curb transmission of tubercle bacilli from those with con- 
tagious disease to others. Wherever these procedures had 
been adequately employed, sharp decrease in mortality, 
morbidity, and annual infection attack rates occurred. 
Thus, it appeared possible to solve the problem by recog- 
nizing the contagiousness of tuberculosis and acting ac- 
cordingly. 

These fundamental principles were embodied in the 
method on which the medical school administration em- 
barked intensively in 1935. The first effort consisted of 
administering the tuberculin test and inspecting the chest 
roentgenograms of each patient entering the University of 
Minnesota Hospitals, regardless of the admitting diag- 
nosis. The first year this was used, 48 persons admitted 
with nontuberculous conditions were found to have co- 


TABLE 1.—Comparison of Numbers and Percentages of Infected and Noninfected Medical Students During Course of Study 
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direct responsibility for primary lesions students ac- 
quired before entrance, we accept the liability for many of 
those that occurred while they were in school. For some 
time in Minnesota and adjacent states, tuberculosis mor- 
tality, morbidity, and infection attack rates had been de- 
creasing. So much so, in fact, that the situation among 
students of medicine was in bold relief. This paradox de- 
manded action. In 1935, one of us (H. S. D.) who had 
directed the Students’ Health Service for 15 years and 
was thoroughly cognizant of the tuberculosis problem, 
was appointed dean of the medical sciences. Methods that 
might be helpful in solving the problem of tuberculosis 
had been carefully considered. Inasmuch as it had been 
demonstrated in the 1880’s and ever since that tubercu- 
losis differs from such diseases as smallpox, typhoid, and 
diphtheria in that neither a mild nor a severe attack re- 
sults in dependable immunity, there was no hope of solv- 
ing the problem by any one of the dozens of immunizing 
agents that had been produced. Of the various methods 
considered, only one offered promise. It was not new, 


existing clinical tuberculosis. Examination of staff mem- 
bers revealed three with contagious disease. Thereafter, 
preemployment examinations were made routine, and 
employees were reexamined periodically. In 1938 this 
program for both patients and employees was adopted 
by the Minneapolis General Hospital, at which many 
medical students were taught. For a number of years the 
students had spent two weeks during the senior year in a 
sanatorium residence at which strict contagious disease 
technique was not practiced. While on this service, so 
many developed primary tuberculosis that the students 
protested vigorously. In 1936 the sanatorium service was 
made optional, and tuberculosis work was arranged un- 
der contagious disease techniques for those who desired 
it. In 1937 all students chose the new service. In 1932 
contagious disease techniques were developed at the Uni- 
versity of Minnesota Hospitals. This was first employed on 
a tuberculosis service as well as in individual rooms. Later 
a chest service was established in the contagious disease 
building of the Minneapolis General Hospital, where the 
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technique is as rigid as that for other contagious condi- 
tions. This has been adopted by most private hospitals 
in this area. Prior to and even during the development 
of these preventive measures, it was frequently said that 
a tuberculosis service in a general hospital or a sana- 
torium is the safest place for students. We have not found 
it so, unless rigid contagious techniques are used. Stu- 
dents were informed of the potentialities of primary tu- 
berculosis and the importance of demanding rigid con- 
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Fig. 1.—Percentage of reactors to tuberculin among medical students on 
entrance, on graduation, and in 1953. 


tagious disease techniques whenever and wherever they 
participated in diagnosis and care of tuberculous patients. 
This met with opposition on the ground that these stu- 
dents and recent graduates had become so fearful of tu- 
berculous patients that they protested working with them 
without rigid contagious techniques. Thus the preventive 
program had been accepted by students who were de- 
manding protection from a disease that could cause them 
prolonged incapacity and untimely death as had been the 
experience of so many before them. 


Situations incident to World War II were reflected in 
the unusually large number of students with primary 
tuberculosis when they entered school, particularly in 
the classes graduating in 1948 and 1951 (fig. 1). The re- 
finement of the tuberculin test and its superiority over all 
other diagnostic procedures was especially demonstrated 
in the class of 1948. Without this test the situation would 
not have been revealed. All students in this class who re- 
acted to tuberculin on entrance were queried as to pos- 
sible sources of infection. The usual number as in pre- 
vious classes knew of their infections as children or be- 
fore entering medical school from contact with human 
or bovine sources. Others who contributed to the high 
incidence believed it was due to experiences in the Army 
Specialized Training Program (ASTP) and the Navy 
V-12 Program. The ASTP students said they had been 
exposed to crowded living conditions in Army units 
for over two years prior to assignment to medical school. 
Some of them had worked in an Army general hospital 
for five months or more in contact with many tuberculous 
patients. 
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Records revealed that there were 75 students in the 
class of 1948, of whom 24 had been assigned to this 
school by the ASTP and 21 by the V-12. Twelve of the 24 
in ASTP and 5 of the 21 in V-12 reacted to tuberculin 
on entrance to medical school. Two others who reacted 
had been in regular military service. The class of 1951 
had a higher incidence of tuberculin reactors on entrance 
than any class since 1945, except that of 1948. Many of 
the students were veterans and had intimate contact with 
population groups outside the United States in which the 
rate of active tuberculosis is high. 


TEACHING CONTAGIOUS DISEASE TECHNIQUE 

A rumor is extant that medical students have received 
little or no training in tuberculosis since 1937. Since that 
time a teaching service on chest disease with strict 
contagious disease technique has been in continuous 
operation at Minneapolis General Hospital. Tuberculous 
patients in the University of Minnesota Hospitals were 
usually in individual rooms, where contagious disease 
technique is employed. Since 1947 the students have 
spent some time on a tuberculosis service at the Veterans 
Administration Hospital. One of the important phases 
of teaching has been in the tuberculosis control program 
among the students themselves. They have been taught 
the most refined diagnostic procedures with reference to 
their personal examinations and the danger of contagion 
from patients. Thus they have been alerted to the im- 
portance of seeking the disease in every patient they ex- 
amine and to employ all differential diagnostic measures 
when lesions are found that may be tuberculous. 

Soon after the tuberculosis control program was initi- 
ated, its effectiveness was manifested by the decrease in 
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Fig. 2.—Percentage of nonreactors to tuberculin among medical students 
who became reactors during their medical course. 


the number of students who became infected while in 
school (fig. 1 and 2, table 1). The tuberculin test is 
a most sensitive indication of errors in technique, as 
shown in the class of 1942. A single contagious case 
overlooked or undiagnosed is quickly reflected in the 
incidence of tuberculin reactors among students. Since 
1947 the students have spent some time on a tuberculosis 
service in a general hospital at which strict contagious 
disease technique is not used but medical asepsis is 
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practiced. This apparently had a significant influence on 
the infection attack rate but the situation has improved 
during the past three years. Because of occasional error 
in diagnosis and break in contagious disease technique, 
it will probably be some time before no student becomes 
infected while in school. Even if exposures do not occur 
in line of student work there is still the possibility of the 
occasional infection elsewhere. One student in the class 
of 1950 stated that tuberculin conversion occurred dur- 
ing vacation while she was working in a hospital in 
another state in which there was intimate contact with a 
person with contagious tuberculosis before this disease 
was discovered. 


PRESENT TUBERCULOSIS STATUS OF GRADUATES 


The follow-up was limited to those physicians who 
graduated from 1930 to 1951 inclusive. Of the 2,683 
graduates in these classes 2,665 (99.3% ) were located. 


TABLE 2. 


J.A.M.A., May 7, 1955 


The belief has been expressed that physicians who have 
not acquired primary tuberculosis by the end of their 
medical course are likely to do so soon thereafter. Seek- 
ing accurate information, those who graduated as non- 
reactors to tuberculin in the classes from 1930 to 1951, 
inclusive, were asked whether they had become reactors. 
Among the 1,218 nonreactors on graduation, 491 had 
since become infected (fig. 1, table 2). Those who had 
converted were asked if they knew when and where they 
were infected. Most of them cited exposures that occurred 
in hospitals, including bacteriological and pathological 
laboratories. Many interns and residents had worked with 
individual patients or groups of patients with contagious 
diseases without protection. Others attributed infections 
to hospitals with no patient admission or personnel ex- 
aminations for tuberculosis. Still others were certain that 
postmortem examinations and laboratory materials were 


—Number and Percentage of Tuberculin Converters from Graduation to 1953 in Classes of 1930 Through 1951 
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Eighty-four had died, and the information with reference 
to recent tuberculin tests or roentgenogram inspection of 
the chest is still incomplete in two; however, these two 
physicians reported that they are in good health. The 
causes of death of the 84 physicians are shown in the 
following tabulation. Only two physicians died of tuber- 


Lung disease (2 tuberculosis)..... 5 
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Re ae ee ee 5 
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er eee 5 
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Cardiovascular diseases 

Drug addiction 
re , 
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culosis. This disease apparently had not developed in 
clinical form in any of the others. Deducting the number 
of physicians who died (84), those untraced (18), and 
those with incomplete information (2) there were 2,579 
physicians for present consideration. Among them it was 
gratifying to learn of the large number of reactors while in 
school who had periodic examinations for tuberculosis 
since graduation and also of the number of nonreactors 
while in school who had the tuberculin test regularly. 


responsible. One reported that, in the pathological labo- 
ratory in which he worked, he and five other young physi- 
cians developed demonstrable pulmonary lesions over a 
brief period. The incidence of infections occurring among 
graduates shows considerable decrease since 1936 
(fig. 1). This is probably due to the shorter period of 
observation, to the decreased incidence of tuberculosis 
in the general population of most areas, and to greater 
precautions taken by physicians themselves and the in- 
stitutions in which they work. 


LESIONS IN TUBERCULIN REACTORS 

From the work of Ghon and others, there is no reason 
to doubt that all persons who react characteristically to 
tuberculin have at least lesions of primary tuberculosis 
complexes; however, in the majority of them the location 
of areas of disease cannot be demonstrated by present 
methods of examination. Many areas are too small or do 
not have consistency to cast visible shadows on the roent- 
genograms. Other areas are located in the 25% of the 
lungs obscured from view by the greater densities of 
such structures as the heart and diaphragm. Still others 
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are located extrathoracically. Thus we regarded all of 
the 1,021 students who reacted to tuberculin on admis- 
sion and the 968 who became reactors while in school 
or after graduation as possessing such lesions. It is well 
known that a small percentage of persons infected either 
in childhood or adulthood soon present allergic manifes- 
tations such as erythema nodosum, primary infiltrates 
with or without demonstrable enlargement of regional 
lymph nodes, and pleurisy with effusion. 

When demonstrable shadow-casting lesions appear in 
the lungs of persons who have recently had clear roent- 
genograms, there is no way except by the tuberculin 
record to determine whether they represent only primary 
infiltrates or evolving reinfection type of clinical disease. 
In those who have converted to tuberculin reactors within 
the past two or three months, it is almost certain that the 
demonstrable areas of disease represent primary infil- 
trates, whereas lesions that evolve in persons who have 
been reactors over a longer period of time are most likely 
of the reinfection type. Such differentiation is important 
since primary lesions begin to develop in nonallergic tis- 
sues and, therefore, are usually benign, whereas rein- 
fections start in allergic tissues and are likely to be 
clinically significant. A small percentage of persons who 
become infected present shadow-casting primary infil- 
trates with or without demonstrable enlargement of hilum 
structures about the time allergy is established. These 
may remain in evidence for several months or even more 
than a year and gradually disappear as far as shadows 
on roentgenograms are concerned. In some of them 
shadow-casting, calcific deposits are later seen at the 
sites of the original pulmonary lesions, in the hilum 
lymph nodes, or in both. Such deposits of calcium may 
also appear within a few years after tuberculin conver- 
sion in some persons whose roentgenograms are normal 
soon after the primary lesions are established. 

Lesions in Students Who Reacted to Tuberculin on 
Admission.—The 1,021 students who reacted to tubercu- 
lin on admission to school already had lesions of primary 
tuberculosis complexes. Aside from the seven who had 
previously been treated for clinical tuberculosis, chest 
roentgenograms were clear in all students except 110 
who had evidence of calcific deposits and 11 with pleural 
abnormalities. While some of the calcific deposits may 
have represented other conditions, including fungus in- 
fections, this number probably was small since most of 
the students were not reared in areas where histoplas- 
mosis and coccidioidomycosis are known to be endemic. 
Moreover, among the 1,893 nonreactors to tuberculin 
on admission to school, only 38 presented evidence of 
calcifications and none had pleural residuals. In 1944 
we reported 10,345 school children examined from 1921 
to 1941 inclusive.‘ Among the 4,377 tuberculin reactors, 
27.6% showed evidence of calcium deposits, but only 
1.17% of the 5,968 nonreactors had this finding. 

Since students, who had previously developed primary 
tuberculosis complexes, had such allergic manifestations 
as occurred about the time they became allergic, includ- 
ing demonstrable primary pulmonary infiltrates, they 
could not be expected to present these manifestations 
after entering school unless their infections were acquired 
immediately before. Therefore, lesions that they later de- 
veloped were of the endogenous or exogenous reinfection 
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type. One could not expect many such lesions to occur 
in this age period during the four years of medical school, 
but would anticipate the appearance of clinical lesions 
over the succeeding years of life as has been observed 
among adult tuberculin reactors in the general popula- 
tion. Among the 33 who are now known to have clinical 
lesions, the lesions occurred in 5 while they were in 
medical school. Three had pulmonary, one pleural effu- 
sion, and one renal disease. Five other lesions were in 
evidence within one year after graduation, of which all 
were pulmonary. During the second year after graduation 
three physicians developed pulmonary lesions. Still an- 
other had axillary and cervical lymph node lesions treated 
surgically and with chemotherapy. Three years after com- 
pleting the medical course four physicians had clinical 
lesions, of which one was renal, one pleural, and two 
pulmonary, one of whom died. During the fourth year 
after graduation three developed pulmonary lesions. In 
the fifth year there were also three physicians with pulmo- 
nary lesions. Only one developed a lesion that was pulmo- 
nary in the sixth year, two more in the seventh and two 
in the eighth year, one pulmonary and one renal. Of the 
four remaining physicians, one had pleural effusion 
and three had pulmonary lesions in the 11th, 12th, and 
15th years after graduation. Thus only one died from 
tuberculosis, and the remaining 32 reported good health 
in 1953. 

Lesions in Patients Who Became Reactors in School. 
—Among the 477 students who became reactors to tu- 
berculin while in school, all had lesions of primary com- 
plexes, but in only 9 were they large or dense enough 
or so located that they were detectable on inspection of 
the roentgenograms. Seven of them have had no evidence 
of reinfection type of tuberculosis in the 15 to 21 years 
that have elapsed. One who had a demonstrable primary 
infiltrate in 1931 later developed extrathoracic lesions, 
the last being in a bone of one foot in 1937, and renal 
disease in 1946, from which he made good recovery. The 
ninth in this group later had progressive pulmonary dis- 
ease at the site of the primary lesion and required treat- 
ment. Six others who presented demonstrable primary 
pulmonary infiltrates also had coexisting pleural effusion, 
of whom five observed from 12 to 23 years have had no 
further evidence of tuberculosis. The sixth developed a 
pulmonary lesion, which required treatment, two years 
after graduation. Two other students had pleural effusion 
without demonstrable primary infiltrates. They have had 
no other manifestations of disease in the subsequent 19 
and 20 years. A student who graduated in June, 1935, 
had first reacted to tuberculin in February, 1935, and 
had erythema nodosum in March. In December, 1936, 
a costal cartilage lesion produced a cold abscess. The 
same year the fourth lumbar vertebra was involved. 
Later the left hip joint required surgery. He made good 
recovery. 

Within a short time after graduation two students, 
who were infected late in the senior year, presented 
demonstrable primary infiltrates. These receded as usual 
with no further evidence of tuberculosis in the past 18 
and 21 years. Another student developed pleural effu- 
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sion with no further trouble in the subsequent 18 years. 
Within the first year after graduation one physician had 
a lesion in a basal lobe that required treatment. One 
student, who became infected in February, 1931, and 
graduated in June, had pleural effusion in June, 1932. 
In November, 1933, he had tuberculous pneumonia and 
was treated in a sanatorium. In January, 1936, only a 
few days before extrapleural thoracoplasty was scheduled, 
he had fatal pulmonary hemorrhage. Within two years 
after graduation four who became tuberculin reactors as 
students developed clinical pulmonary lesions, three of 
whom were hospitalized and one was treated ambula- 
torily. They are now well. In the third year after gradua- 
tion pulmonary lesions evolved in two physicians who 
were successfully treated without hospitalization. Four 
years after completing the medical course one developed 
a pulmonary lesion that required 15 months of hospitali- 
zation. During the sixth year after graduation pulmonary 
lesions evolved in two who were treated successfully. One 
former student had a pulmonary lesion evolve seven years 
after graduation, and another student in the eighth year. 
One was hospitalized with thoracoplasty; the other was 
treated at home. Both are now practicing medicine. 

Thus, among the 477 students who developed primary 
tuberculous lesions while in school, only 21 presented 
detectable allergic manifestations, such as primary infil- 
trates and pleural effusion, soon after infections occurred. 
Of these, 17 have had no subsequent evidence of clinical 
tuberculosis. The remaining four later developed clinical 
lesions but are now in good health. From one to eight 
years after graduation 13 physicians had clinical tubercu- 
losis. All are now working, except one physician who died 
from pulmonary hemorrhage five years after primary in- 
fection occurred. The clinical lesions that developed 
among those who were infected as students behaved in 
the same manner as in those infected before entering 
school. : 

Lesions in Physicians Who Became Reactors After 
Graduation.—Among the 1,218 physicians who gradu- 
ated free from tuberculous infection, 491 later developed 
primary tuberculous lesions as manifested by the tuber- 
culin reaction. Many of these infections occurred during 
the first year while the physicians were serving intern- 
ships in hospitals at which little or no protection was 
afforded against tubercle bacilli. In nine graduates only 
primary infiltrates were demonstrable by roentgeno- 
grams, and they receded in the usual manner. These oc- 
curred from 7 to 23 years ago, and no further evidence of 
tuberculosis has appeared. Two others had pleural effu- 
sion 13 years ago, with no subsequent trouble. In two 
others clinical pulmonary lesions evolved that were 
treated successfully in hospitals. Of those who reported 
infections occurring two years after graduation, two had 
demonstrable primary infiltrates, with no later develop- 
ment. One with infection three years after the medical 
course had a demonstrable primary infiltrate and pleural 
effusion. He has remained well over the following nine 
years. Another had a pulmonary lesion evolve that was 
Jater resected. 

Among those infected four years after graduation, one 
presented primary infiltration and has remained well for 
the past 17 years. One with a primary infiltrate developed 
pleural effusion and later had the primary lesion resected. 
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Three had pleural effusion with no later evidence of 
disease. One developed tuberculous pneumonia that was 
treated successfully. Of those infected in the fifth and 
sixth years after graduation, two had pleural effusion and 
one had lumbar spine involvement. They have remained 
well over the subsequent 9, 16, and 18 years. One in- 
fected eight years after graduation presented a primary 
pulmonary infiltrate that took the usual course; however, 
one year later cervical vertebral disease, which required 
fusion, was diagnosed. In the ninth year after leaving 
school three who became infected had primary infil- 
trates. They are all well. Another had a pulmonary lesion 
one year after infection occutred, which was- resected 
three years later..One who was infected 11 years after 
graduation had a pulmonary lesion one year after the 
infection occurred that was resected 3 years later. One 
physician whose infection occurred 15 years after medical 
school had pleural effusion, with no further development 
over the subsequent 7 years. Thus among 1,218 physi- 
cians who were uninfected on graduation, only 25 (2.1%) 
presented allergic manifestations such as primary infil- 
trates about the time allergy was established. These 25 
physicians have had no evidence of clinical tuberculosis 
to date. Only eight others (0.66% ) have had clinical 
lesions. All have made good recovery. Primary complexes 
and clinical lesions in those who became infected after 
graduation behaved in the same manner as such condi- 
tions do when acquired earlier in life. 

Comparison of Lesions in the Three Groups.—Among 
the 1,021 students who had primary tuberculosis com- 
plexes on admission to school, 121 had demonstrable 
evidence of locations of lesions in the form of calcific 
deposits or pleural changes, 5 had clinical lesions in 
school, 28 had clinical lesions after graduation, and one 
died. Of the 477 who developed primary complexes 
while in school, 21 demonstrated primary lesions, 17 
developed clinical lesions after graduation, and one died. 
In the 491 who acquired primary complexes after gradu- 
ation, 25 demonstrated primary lesions and 8 developed 
clinical lesions after graduation. These demonstrable pri- 
mary lesions are comparable only to 121 such lesions 
demonstrable among the 1,021 students who were infected 
earlier in life. It should be emphasized that all tuberculin 
reactors had primary lesions. Thus, it would appear that 
more demonstrable primary lesions occurred among those 
infected before entering school. However, such a deduc- 
tion is not justified, since there is still time for calcific 
deposits to become macroscopic in lesions of primary 
complexes that to date are invisible on roentgenograms. 
Only the 25 clinical lesions that developed among those 
who became infected while in school or subsequently 
are comparable to the 33 lesions that developed among 
those who were infected before entering school. 

Much confusion could arise and unwarranted deduc- 
tions follow if all of the allergic manifestations, such as 
erythema nodosum and primary pulmonary infiltrates, 
were combined with the clinical lesions that appeared 
among those who were infected after entering school and 
were compared with the clinical lesions that developed 
among those infected before admission to school. Such 
comparisons would leave the impression that there is 
a higher incidence of tuberculosis among those who 
become infected subsequent to entering school, but this 
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impression would be due to completely ignoring all of 
the allergic manifestations that had previously existed 
among those infected before admission to school. This 
observation is based on studies of large numbers of high 
school and premedical school students, in whom demon- 
strable allergic manifestations were seen to develop as 
frequently as they do when primary infections occur 
among students and graduates of medicine. The fact of 
great importance is that all tuberculin reactors have 
lesions of primary complexes, but relatively few can be 
located by present methods of examination. 

Comparing the incidence of clinical lesions, 3.6% ap- 
peared in those who entered school with established 
infections, and 2.2% among those who became infected 
while in school or later. Thus, it would seem that fewer 
clinical lesions develop among those who become in- 
fected after entering school; however, this is not a true 
comparison because of the time element. Those already 
infected on entrance to school have had more time for 
clinical lesions to evolve. Primary tuberculosis complexes 
present in persons who react to tuberculin are forerunners 
of destructive clinical forms of tuberculosis. It will be 
unusual if more of the physicians who reacted to tubercu- 
lin on entrance as well as those who became reactors in 
school and subsequently do not develop clinical lesions 
during theit remaining years since the oldest have barely 
passed the fifth decade. In this country tuberculosis mor- 
tality does not attain its height until after the sixth decade 
of life. 

TREATMENT 

Students who enter school with primary tuberculous 
lesions already established are informed of the possibility 
of evolving clinical lesions and the advisability of periodic 
examinations. Those who enter as nonreactors to tuber- 
culin are told of the possibility of becoming infected and 
the importance of periodic testing with tuberculin as long 
as they do not react. Inasmuch as demonstrable primary 
pulmonary infiltrates in many children had been observed 
to come under control in most instances without treat- 
ment and the same situation was seen in students of 
medicine, it appeared that in the earlier years of this 
study we had probably treated unnecessarily some who, 
in retrospect, had only primary infiltrations. Therefore, 
we discontinued such measures as long periods of bedrest 
and artificial pneumothorax for medical students who 
had only primary pulmonary infiltrates. However, they 
were kept under observation with frequent examinations 
and advised to lead well-regulated lives, as it was known 
that clinical lesions might later appear. They did as well 
as the group that was actively treated. 

Although this was observed with reference to reces- 
sion of demonstrable primary lesions, the unhappy 
thought remained that these persons still harbored tuber- 
cle bacilli and were potential cases of clinical tuberculosis 
at any subsequent time. In 1940 we outlined a study * for 
administration of glucosulfone (Promin) sodium for re- 
cent tuberculin converters with or without demonstrable 
primary infiltrates; however, this was held in abeyance 
when it was shown that the sulfones then in use were 
not germicidal. In 1947 a research grant was obtained 
for the treatment of recent tuberculin converters with 
streptomycin. This was postponed when it was learned 
that streptomycin as then used had only a suppressive 
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effect and that tubercle bacilli acquired resistance to it. 
While present combined drug therapy delays emergence 
of resistance, it has not been established with certainty 
that its prolonged use destroys all tubercle bacilli. If it 
proves to be germicidal or if better drugs become avail- 
able, they will be most useful when administered as soon 
as possible after tissues become allergic as manifested 
by the tuberculin test. Usually the lesions are then small 
and vascular and one might expect to destroy all tubercle 
bacilli. In fact, Waring * has recommended administration 
of streptomycin, p-aminosalicylic acid, and isoniazid for 
recent tuberculin converters. This may be the ideal treat- 
ment for students and graduates of medicine, as well as 
all persons who have recently developed primary tubercu- 
losis. 
SUMMARY AND CONCLUSIONS 

Although considerable illness and some deaths oc- 
curred among students of medicine at the University of 
Minnesota in the 1920’s, the magnitude of the tubercu- 
losis problem was not fully recognized until tuberculin 
was used to identify all persons who harbored tubercle 
bacilli. The tuberculin test was adopted as the sheet an- 
chor in 1928 and has remained so. The initial test on 
entering students identified those with tubercle bacilli, 
and periodic testing of the other students showed if, when, 
and, often, where infections occurred. Sources of infection 
were found in certain hospitals and often were traced 
to their departments. Moreover, this test was the only 
accurate measure of the effectiveness of the tuberculosis 
control program. Students were informed of the signifi- 
cance of the tuberculin reaction among themselves and 
their patients. Those who reacted on entrance or became 
reactors while in school were examined periodically. They 
were advised to carefully examine their patients who re- 
acted to tuberculin for clinical tuberculosis. The control 
program among students provided them with much in- 
formation on all aspects of this disease. Since 1936 ad- 
mission examinations for tuberculosis have been made on 
patients entering the university hospital as well as pre- 
employment and periodic examinations of personnel 
members. This is now practiced in most hospitals in the 
vicinity of Minneapolis. Contagious disease technique 
was instituted wherever students came in contact with 
tuberculous patients. 

Although this fundamental program began in 1936, 
time was required for its satisfactory operation. More- 
over, the class that graduated in 1936 had already been 
in school for three years. Indeed, in the class of 1936 
the highest percentage (62.8) of students became in- 
fected while in school of any class in our entire study. 
Among the 383 uninfected on entrance in the classes of 
1935 to 1939, 180 (47%) became infected while in 
school. The percentage of those who became infected 
while in school decreased to 15.6% in the classes of 
1940 to 1944, to 11.8% from 1945 to 1949, and to 
10.6% from 1950 to 1953. Among students who devel- 
oped lesions large enough to be located by examination, 
including primary infiltrates and clinical disease, all but 
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one were in the classes from 1930 to 1942. From 1943 
to 1953 none developed demonstrable primary infiltrate 
or pleural effusion. Only one student had a clinical lesion 
large enough to be detected on a roentgenogram. He had 
been a tuberculin reactor since the age of 14 years. 

Of the 2,683 physicians who graduated in the classes 
from 1930 to 1951, inclusive, 84 had died. Two patients 
died of tuberculosis, one of whom was infected before 
entering school and the other while in school. Of the 
1,021 students who had established lesions of primary 
tuberculosis complexes before entering school, clinical 
tuberculosis had developed in 33. Among the 968 who 
acquired lesions of primary complexes while in school 
or later, only 46 had allergic manifestations, such as 
primary pulmonary infiltrates, erythema nodosum, and 
pleurisy with effusion sufficiently large or so located 
as to be detected. These are comparable only to similar, 
residual, demonstrable, allergic manifestations that had 
occurred in 121 of the 1,021 whose primary lesions were 
already established on entrance to school. 

Clinical tuberculosis developed after graduation in 25 
of 968 students who became infected after they entered 
school. These are comparable only to the 33 who 
developed such lesions among the 1,021 who had primary 
tuberculosis on admission. A larger number (3.6% ) of 
clinical lesions appeared among those who were infected 
before entering school than among those (2.2% ) who 
became infected later. This is explainable on the time 
basis. The former group has had more time for clinical 
lesions to evolve. A considerable number of each group 
may be expected to develop clinical tuberculosis over the 
remaining years of their lives. The belief that nearly all 
physicians uninfected with tubercle bacilli on graduation 
will soon be infected and 10% or more will be ill from 
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clinical tuberculosis within five years after leaving school 
was not substantiated. Among 1,218 uninfected at the 
time of graduation, demonstrable allergic manifestations 
developed in only 2.1% and clinical disease in only 
0.66%. Primary tuberculous infections acquired by stu- 
dents and graduates behaved in the same manner as those 
that occur among persons earlier in life. This was also 
true of clinical lesions that subsequently developed. 

There has been no need for drugs or resectional surgery 
among students since 1947, as there has been no case of 
demonstrable primary infiltrate or clinical lesion. How- 
ever, chemotherapy may soon be used for recent tuber- 
culin converters. If this proves valuable, the tuberculin 
reaction will be the only criterion for instituting treat- 
ment, and it will be imperative that tests be administered 
at frequent intervals in order to detect invasions of 
tubercle bacilli promptly after they occur. Thus the 
value of the tuberculin test is again enhanced. It not 
only provides the first evidence of tuberculosis, is the 
best epidemiological agent, is the only accurate meas- 
ure of the effectiveness of control measures, and is the 
only agent to determine when and where tuberculosis 
is contracted in cases involving litigation but also in- 
dicates the best time to institute treatment. It may also 
be useful in determining when adequate treatment has 
been administered. This method to control tuberculosis 
among students and graduates of medicine is devoid of 
speculation and theory. It is based on the fundamental 
fact that tuberculosis is contagious and can be controlled 
by managing it accordingly. This method is so unin- 
volved, practical, and effective that it can be used with 
assurance of success in all institutions. 


1316 Mayo Memorial Bldg. (14) (Dr. Myers). 





MASS TUBERCULIN PATCH TESTING OF SCHOOL CHILDREN 


PRELIMINARY REPORT OF A COMMUNITY PLAN 


Walter C. Gray, M.D., St. Louis 


After a presentation by Dr. J. Arthur Myers on tuber- 
culin testing in Minnesota schools to the St. Louis Acad- 
emy of General Practice in September, 1951, academy 
members began to give serious consideration to the value 
of large-scale tuberculin patch testing by general prac- 
titioners in the St. Louis area. The original committee, 
though sincere in its aims, remained rather inactive other 
than urging academy members to patch test individual pa- 
tients in their private practice. As early as January, 
1952, letters were sent to all academy members urging 
the adoption of patch testing as a routine office procedure. 
The St. Louis Tuberculosis and Health Society, with the 
cooperation of the Retail Druggist’s Association, fur- 
nished literature, patch tests, and report cards free of 
charge to all participating physicians. In spite of this co- 
operation the program of large-scale tuberculin patch 
testing was slow moving and could hardly be termed 
successful. 





From the St. Louis Academy of General Practice, 


Early in 1953 a new chamber of commerce was formed 
in northwest St. Louis County. Its members were rela- 
tively young, enthusiastic, and looking for a worth-while 
community project that would help establish them as 
interested participants in community affairs. As a mem- 
ber of the board of directors I proposed that the commu- 
nity chamber of commerce obtain permission from the 
Ritenour school board to carry out a mass tuberculin 
patch-testing program on all school children in the Riten- 
our district. Through a series of meetings such permission 
was obtained, and the first large-scale patch-test program 
was under way. Admitting that the first attempt left 
much to be desired regarding procedures, organization, 
public relations, and follow-up, the fact that five parents 
with active tuberculosis were discovered and placed under 
treatment as a result of patch tests made on 3,950 school 
children awakened the academy to the tremendous pos- 
sibilities of mass patch testing as a case-finding method. 
There was difficulty in obtaining consents because of 
poor public relations with both parents and teachers, 
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primarily because the teachers applied the patch tests and 
screened all children with any redness on the back prior 
to sending them to my office for interpretation of the re- 
sults. Both the parents and the teachers felt that the ap- 
plication and initial screening should be carried out by 
competent medical personnel. Likewise the health edu- 
cation staff of the St. Louis Tuberculosis «nd Health So- 
ciety felt that some assistance could be rendered by local 
physicians in organizing the program and explaining its 
purpose to the school board, teaching personnel, and 
Parent-Teacher Association (P. T. A.) groups. With 
these suggestions in mind a series of meetings was held 
during the summer of 1953 between members of the 
academy, the chamber of commerce, and the Tubercu- 
losis and Health Society, during which a plan was formu- 
lated regarding future mass tuberculin patch-testing pro- 
grams in the schools. Much of the detail and final polish 
of the original plan is due to the efforts of the late Dr. 
C. W. Schumacher, who is also well remembered as the 
guiding light and one of the originators of the idea for 
formation of the Greater St. Louis Academy of General 
Practice, which preceded the national organization. Us- 
ing Dr. Schumacher’s outline, the Jefferson Barracks 
School (618 children) was selected for a trial run. It was 
immediately apparent that the idea of academy members 
giving education talks to the teachers, the P. T. A., and 
the children was of tremendous value, not only from the 
standpoint of health education but also from a public re- 
lations angle. Ninety-seven per cent of the children 
brought signed consent slips for this program, and one 
active case of tuberculosis was found in a 6-year-old child. 

During this period meetings were held by the academy, 
the tuberculosis society, and the county health depart- 
ment in an attempt to resolve certain misunderstandings 
concerning unity of purpose and also in an attempt to 
weld the various groups into one unified organization, 
each willing to carry its share of responsibility and each 
willing to expend equal effort in a unified community 
program. Much of the success of the present program is 
due in no small measure to Dr. John Murphy of the St. 
Louis County Health Department and the representatives 
of the St. Louis Tuberculosis and Health Society and 
their sincere desire to see what results could be obtained 
by cooperative effort. What exists now is an organized 
program so well controlled that 97% or more of the chil- 
dren in participating schools are receiving patch tests, 
and to date all of the children who showed positive reac- 
tions have had roentgenograms taken, with roentgeno- 
grams taken for at least one contact for each child with 
positive reactions. The national average, using the mobile 
X-ray unit as a case-finding method, is one active case of 
tuberculosis per 1,000 persons who have roentgenograms 
made. In the tuberculin patch-testing program in St. 
Louis County schools, of the first 15,755 students who 
had patch tests, 658 showed positive reactions. Of 1,395 
children with reactions and contacts who had roentgeno- 
grams taken, 13 proved to have active cases of tubercu- 
losis and 12 more were suspected of having it and are 
having roentgenograms taken at three and six month in- 
tervals. Predictions cannot be made on such a small 
number of cases, but the results thus far have been suffi- 
ciently encouraging to warrant long-range planning that, 
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it is hoped, will include the patch testing of every school 
child in St. Louis County. Although final figures are not 
available, more than 30,000 patch tests have been given, 
and by June, 1955, there will be a minimum of 66,000 
patch tests as a base for preliminary statistical studies. 

The following is a comprehensive outline of the pres- 
ent program that I believe might be a guide for general 
practice groups in other communities. This is an evolu- 
tionary type of program resulting from many meetings 
following many mistakes. The present program is the re- 
sult of experience gained over a two year period. 


BASIC OUTLINE OF PROGRAM 

Planning Meeting.—The planning meeting consists of 
the tuberculosis committee of the St. Louis Academy of 
General Practice, a representative of the Tuberculosis 
and Health Society, the superintendent of the school dis- 
trict, the principals of the schools, and the school nurses 
By trial and error it has been discovered that a concen- 
trated planning meeting results in a comprehensive plan 
in which everyone agrees on duties, methods, and proce- 
dures. This has been found far superior to a series of 
disjointed meetings between various components in- 
volved in a single project. At the planning meeting dates 
are set for orientation and education meetings for each 
school, for the faculty, pupils, and parents. By the time 
all the students in a school have had patch tests every 
person in the above groups has been thoroughly educated 
by spoken word, printed material, and visual aids. Thus 
the orientation of all groups is the most comprehensive 
health education procedure I have ever encountered. The 
next step at the planning meeting is the setting of dates 
for patch testing of children and reading of patch tests in 
each individual school. The representative of the Tuber- 
culosis and Health Society then sets a date for a special 
planning meeting with the school nurses or, in instances 
in which there is no school nurse, the volunteer health 
committee chairman and her workers. At this meeting 
there is a discussion and assignment of duties regarding: 
forms and letters; supplies, including acetone, cotton 
bails, and patch tests; clerical procedure, involving teach- 
ers’ lists and mimeographing of forms; and assignment of 
duties, including (1) days of application and reading of 
tests, and (2) follow-up procedures, such as sending let- 
ters to parents of children with positive reactions, com- 
piling reports, and making up referral slips to private phy- 
sicians or the county health department. 

Orientation Meeting with P. T. A.—An orientation 
meeting with members of the P. T. A. includes an ex- 
planation of the program by a member of the St. Louis 
Academy of General Practice and of the mechanics of 
the program by a representative of the Tuberculosis and 
Health Society, a showing of a film from the Tuberculosis 
and Health Society, and a question-and-answer period. 

Health Education of Children.—The program for the 
health education of children is the same as for the mem- 
bers of the P. T. A. except that it is presented in simpler 
terms that the children can understand. Health education 
above the third grade is carried out in an assembly type 
program. Below the third grade it is done on a room-to- 
room basis by the Tuberculosis and Health Society repre- 
sentative. 
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Administration of the Patch Test—Administration of 
the patch test requires the assistance of a physician, par- 
ents, a school nurse, and a representative of the Tubercu- 
losis and Health Society. The actual patch testing is car- 
ried out on an assembly line basis with mothers arrang- 
ing the children’s clothing, swabbing their backs with 
acetone, peeling patches, and supervising the alphabeti- 
cal alignment of children in accordance with each teach- 
er’s list. This process has been refined to the point at 
which three physicians, one nurse and 12 volunteers op- 
erating three lines simultaneously were able to administer 
patch tests to 1,250 students in 45 minutes. The in- 
dividual child is sent home with a letter admonishing the 
parent to keep the test area dry, to reinforce it with ad- 
hesive if it becomes loosened, and to remove the patch 
48 hours after application. 


Reading the Patch Test.—The reading of the patch 
test requires the same assistants as the administration. 
This is merely a repetition of the patch-testing procedure. 
It has been found that one physician can examine about 
600 children in one hour, with the individual teacher 
recording the results on her prepared list. 


Follow-Up.—The follow-up requires a designation of 
persons who will be responsible for keeping records and 
is performed by the school nurse’s office, a volunteer 
health committee, and the county health department. 
Roentgenograms must be taken of all children with posi- 
tive reactions and contacts (members of family over 15 
years of age). Various methods of tightening the follow- 
up program have been suggested. After considering all 
of them the following procedure has been established. 
Whenever possible a mobile x-ray unit appears at a cen- 
tral location soon after completion of the patch-testing 
program in a given school district. The mobile unit is on 
duty one or two evenings from 6 to 9 p.m., and the par- 
ents are required to bring those children who are positive 
reactors to the mobile unit for a roentgenogram. This re- 
quirement has greatly increased the number of contacts 
who have had roentgenograms taken. For those who wish 
to have a private physician make the roentgenogram, re- 
ferral cards are available, including a report form that the 
physician may return to the office of the school nurse or 
the county health department. No reports are allowed to 
reach a lay health committee in schools at which a regis- 
tered nurse is not available. For those who cannot avail 
themselves of the services of the mobile unit, arrange- 
ments are made for children who showed a positive reac- 
tion and contacts to have roentgenograms made at the 
county health department chest clinic. After a two week 
period if any child with positive reactions has not re- 
ported for a chest roentgenogram, the school nurse or 
health committee chairman contacts the families until 
all of the children with positive reactions have had a chest 
roentgenogram. More and more concentration has been 
placed on the older age groups among the contacts, op- 
erating on the theory that the most potent source of active 
tuberculosis is among the grandparents and older baby 
sitters. When roentgenograms have been made for all 
children with positive reactions, the results are tabulated 
and forwarded to the Tuberculosis and Health Society 
for further study and analysis. Eventually all roentgen 
studies on children with positive reactions and on contacts 
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are assembled at the county health department and 
further roentgen follow-up then becomes the responsi- 
bility of the health department. 


Summary. Meeting.—At the completion of each pro- 
gram a summary meeting is held by the representative of 
the Tuberculosis and Health Society for nurses and Vol- 
unteer committee women to determine what “bugs” were 
encountered and what remedies are suggested for elimina- 
tion of any difficulties in the program. It is through meet- 
ings of this type that many rough spots have been elimi- 
nated in each succeeding program. Such summary meet- 
ings plus occasional meetings with the health department 
and patch-testing committee of the Academy of General 
Practice are responsible for the present smooth operation 
of the program. 


Area Map.—As the program enlarged the need for ac- 
curate location of all the members became apparent. To 
fill this need a large map of St. Louis County has been lo- 
cated in the academy office. The location of each prac- 
ticing member of the academy is indicated by a numbered 
pin. When a school or school district is entered on a final 
schedule a clear plastic circle is placed over the project 
area and all men practicing in that area are thereby 
quickly identified. Attempts have been made to adhere to 
a strict policy of requesting only those members living or 
practicing in the community concerned to participate in 
individual projects. We feel that this policy builds better 
public relations for the individual practitioner as well as 
for the academy. 

Extended Patch-Testing Program.—The academy will 
continue to cooperate with the county health department, 
which is also carrying on a school patch test program of 
its own, in an attempt to administer an ever increasing 
number of patch tests to children each year. The above 
outline will apply to all the initial patch test programs. 
In addition, schools, in which students have had patch 
tests once, will be spot checked every year or at least 
every second year, administering patch tests to children 
in the first, fifth, and ninth grades. In such subsequent 
programs, health education will be primarily through 
printed material and visual aids. The school nurses will 
apply the patch tests, and the academy will be responsible 
only for furnishing physicians to read the patch test and 
supervise the organization of such programs. In this man- 
ner it is hoped to evolve a long-range program of tuber- 
culin patch testing of children in public and parochial 
schools, with the hope of someday making this a standard 


procedure. 
COMMENT 


A joint meeting was held on April 26, 1955, with vari- 
ous groups of the medical profession participating in a 
round-table discussion and workshop to acquaint more 
general practitioners with the importance of tuberculin 
patch testing and to train them in the methods that have 
been evolved. A color motion picture of various phases 
of the program was prepared as an aid to this meeting. 

The Community Chamber of Commerce of Northwest 
St. Louis County, which has remained vitally interested 
in this program, has agreed to do extensive mimeograph- 
ing of forms and letters for groups that might be inter- 
ested in establishing a similar program. 


4N. Eighth St. (1). 
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RESERPINE (SERPASIL) IN THE MANAGEMENT OF THE MENTALLY ILL 


Robert H. Noce, M.D., David B. Williams, M.D., Modesto, Calif. 


and 


Walter Rapaport, M.D., Sacramento, Calif. 


In our preliminary report,’ we reported on 74 men- 
tally ill and 15 mentally retarded patients who received 
reserpine for periods as long as seven months in dura- 
tion. The oral dosage averaged 2 mg. daily, and the paren- 
teral dose was 1 to 10 mg. Eighty per cent of the patients 
manifested improvement that was due to the alkaloid. 
Many regressed patients became alert and sociable, while 
the hyperactive, noisy, assaultive group became tranquil. 
The use of restraints, seclusion, and electroconvulsive 
therapy decreased by at least 80% after the inception of 
this treatment. Many patients no longer revealed psy- 
chotic symptoms, and it was possible to place on indef- 
inite leave of absence or discharge status many patients 
whose prognosis had been regarded previously as hope- 
less. The patients selected for treatment in this project 
were only those who had a poor prognosis. They were 
the so-called back ward patients who had been mentally 
ill for many years. Most of them were schizophrenics. 
The same criteria were used for the selection of the 15 
mentally retarded patients treated. They were the most 
difficult patients to manage from the standpoint of ward 
care and training, having I. Q.’s varying from 2 to 34. 
Because most of the mentally retarded patients at Mo- 
desto State Hospital are in the low intelligence-quotient 
diagnostic categories, we requested that future studies in 
the mentally retarded with all I. Q. ranges be conducted 
in institutions whose facilities are devoted entirely to 
the care and treatment of the mentally retarded. At the 
present time, several institutions are conducting further 
research with reserpine in the treatment of the mentally 
retarded. Therefore, since the completion of the pre- 
liminary report, our efforts in the study have been de- 
voted exclusively to the treatment of the mentally ill. 


SELECTION OF PATIENTS 


In the present study, 247 patients, consisting of 30 
male and 217 female, practically all psychotic, were 
treated with reserpine for periods ranging up to 12 
months. The majority of these patients, 165 in number, 
are classified as schizophrenics of the following types: 
paranoid, 73 patients; catatonic, 49; hebephrenic, 16; 
mixed, 16; chronic undifferentiated, 4; simple, 3; schizo- 
affective, 3; acute undifferentiated, 1. The remainder of 
patients selected came from a wide variety of diagnostic 
categories (see table). We decided to evaluate the ef- 
fectiveness of reserpine in the treatment of recent men- 
tal illnesses of much shorter duration as well as to con- 
tinue to treat many chronically ill patients. The age range 
of patients treated was from 15 to 80 years, the average 
age being 44 years. 

RESULTS 

Inasmuch as orally given reserpine is a slow-acting 
drug, immediate results may not be observed. The ma- 
jority of patients revealed some improvement within a 
week or two with parenteral medication. In a significant 


number of patients, if improvement is at all possible it 
will be noticed within a period of two months; however, 
many regressed patients may require six months’ treat- 
ment in order to manifest maximum improvement. In 
hyperactive, noisy, combative patients and in the re- 
gressed, seclusive types treated with parenterally given 
reserpine, partial alleviation of their symptoms was ob- 
served within one or two hours, as well as increased 
alertness and more interest in environment. 

The following criteria were utilized in determining im- 
provement: 1. Slightly improved. Depressed, withdrawn 
patients show some improvement in mood and exhibit 
more interest in their environment and ward activities. 
They cooperate better in feeding, dressing, and bathing 
themselves, as well as maintaining toilet habits. Violent, 
agitated patients have 25% to 50% less need for seda- 
tion, restraint, electroconvulsive therapy, and seclusion 
and may participate in rehabilitation therapy. 2. Moder- 
ately improved. Patients exhibit infrequent episodes of 
unsociable behavior. They are able to care for themselves 
except possibly during these episodes. At least 75% less 
restraint, shock, and sedation are required, and the pa- 
tients participate in rehabilitation therapy. 3. Markedly 
improved. Patients require no sedation, hydrotherapy, 
electroconvulsive therapy, restraint, or seclusion. They 
become sociable, agreeable, and always take part in re- 
habilitation therapy. They exhibit no episodes of verbal 
or physical abusiveness and care for themselves com- 
pletely. If hallucinations and delusions are present, pa- 
tients do not react thereto. They may be in remission. 

In some patients who showed cyclic periods of hyper- 
activity, combativeness, and/or raucous behavior these 
cycles were eliminated. In other patients the psychotic 
episodes decreased in duration and severity. Some pa- 
tients experienced a partial or complete remission. Hal- 
lucinations or delusions were observed no longer; or, if 
these disabling symptoms persisted, the patients mani- 
fested a healthy indifference to them. Some paranoid 
schizophrenics, as well as other types of psychotic pa- 
tients, have revealed these remissions. Schizophrenic pa- 
tients appear to respond more favorably to reserpine than 
patients in other diagnostic categories; however, the num- 
ber of patients in these other categories is small, and no 
conclusions can be formulated. The paranoid and cata- 
tonic schizophrenics revealed a more favorable response 
to therapy than other types. 





Director of Clinical Services, Modesto State Hospital (Dr. Noce); 
Superintendent and Medical Director, Modesto State Hospital (Dr. Wil- 
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We have observed that, in the majority of patients, re- 
serpine improved appetite. Thus it produced physical as 
well as mental improvement. Significant weight gains 
were observed in 75%. This favorable influence on baro- 
static mechanism was utilized in treating the soma as well 
as the psyche in our patients, who usually manifested 
some degree of physical debilitation as well as mental 
symptoms. Because a state of parasympathetic dominance 
is induced by reserpine, constipation is alleviated. As a 
general rule, those patients without evidence of organic 
brain damage revealed a more satisfactory response to 
reserpine than those with pathological cerebral changes. 
However, remarkable improvement in the socialization 


Diagnosis in Nonschizophrenic Patients Studied 


No. of 
Diagnosis Patients 


Chronie involvement of brain associated with central nervous 


system syphilis; meningoencephalitis, with psychotie reaction 4 
Chronie involvement of brain associated with other intraeranial 

infections, With PEVENOTE TOMETIOR. ...ccccccccccsccvescecsccscse 1 
Chronie involvement of brain associated with alcohol] intoxi- 

Gntinns, WI DETENOTS VHRR eo isacs kacnsdnesstciesenasexsees 2 
Chronie involvement of brain associated with trauma, follow- 

ing brain operation, with psychotic reactiom.................. 1 
Chronic involvement of brain following other trauma, with 

SE PIED nvcvereccnevadawadatiusepusamewsarnedesdsent 1 


Chronic involvement of brain associated with circulatory dis- 
turbance, with cerebral arteriosclerosis, with psychotic 
DD cdi cc.scetssvensdeenedssviinnediedegseas dabeceeaasdees 6 

Chronie involvement of brain associated with circulatory dis- 
turbance other than cerebral arteriosclerosis, with psychotic 


IED: 5 2006 ethers catrdde ded sbatiskdedsdereceabnsecdaniesancees 1 
Chronic involvement of brain associated with convulsive dis- 
OCUGCT, WitOUe GUBNIFINE PRTAGC......0cccveccvccccsscccccccceccws 1 
Chronie involvement of brain associated with convulsive dis- 
ST, Ue ENE FOR yo veg on 5606s cecceeesseccecesssces s 
Chronie involvement of brain associated with senile brain dis- 
COE TN GE, Tian ose cceretncaccnnicducssresdeivenss 7 


Chronie involvement of brain of unknown or unspecified cause, 


en 5a oo ond GaGa Oualew ess eaawendewe 1 
Involutional psychotic reaction, type unspecified................. 1 
Involutional psychotie reaction, melancholia....................6- 12 
Involutional psychotic reaction, paranoid type................... 7 
Manic depressive reaction, manic type.............ccccceecceceeess 5 


Manic depressive reaction, depressed type.............0.0ceeeeeeee 2 
Manie depressive reaction, other (mixed types)................06. 2 
Psychoneurotie reaction, anxiety reaction......................+. 1 
Psychoneurotie reaction, depressive reaction...................... 5 
Personality trait disturbarce, emotionally unstable personality 1 
Personality trait disturbance, passive-aggressive personality.... 1 
Sociopathie personality disturbanee, antisocial reaction, with 
ET SOs goa due cin OR GNS does eERes di tabebaanetnaweuhews 


Sociopathie personality disturbance, dyssocial reaction.......... 1 

Sociopathie personality disturbance, alcoholism (addiction)..... 3 

Transient situational personality disturbance, adjustment reac- 
tion of adolescence, conduct disturbance..... Secneveseusssovese 


of some psychotic patients with brain damage has been 
noted. In some patients, inhibitions were decreased, thus 
enabling them to verbalize and “act out” their feelings. 
This ventilation and “acting out” facilitated psychother- 
apy. Reserpine has caused many patients to be aware of 
their psychosis and to become dissatisfied with it, result- 
ing in a motivation to improve themselves mentally and 
physically. For example, a paranoid schizophrenic who 
was hostile and aggressive was given reserpine treatment. 
After a few months’ treatment she asked the ward nurse, 
“How can I improve my mental condition? I want to be 
on a ward where there are more social activities so that 
Ican help myself to get well enough to leave the hospital.” 


DOSAGE AND SIDE-EFFECTS 
Reserpine, 5 mg. given intravenously or intramuscu- 
larly, was administered daily or every two days for 5 to 
10 days. The dosage was varied from 2.5 mg. to 10 mg. 
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On the first or second day of treatment, oral therapy with 
reserpine was started, 1 mg. twice daily. After the first 
week, oral dosage was increased or decreased according 
to the patient’s response. In elderly patients with severe 
arteriosclerosis and/or hypertension these doses were de- 
creased by one-half. This prevents syncope and hypoten- 
sive episodes in elderly patients. If the medicament was 
well tolerated, the dosage was increased slowly for opti- 
mal effect. Patients receiving reserpine required diligent 
observation and constant adjustment of dosage to their 
changing clinical conditions. At times, slight increases in 
dosage caused more effective response. On the other 
hand, decreasing the dosage resulted in more alertness in 
some patients. The optimum dose is that which produces 
maximum therapeutic response with minimal psycho- 
motor retardation. 


If further acute psychotic episodes occur during ther- 
apy, it is preferable to treat the patient more intensively 
by the use of parenteral as well as oral medication. When 
these acute exacerbations have subsided, treatment is 
confined to the oral method of administration. We wish to 
emphasize that sufficient dosage of reserpine over a long 
period of time may produce a far more satisfactory thera- 
peutic response than smaller doses administered for a 
short period of time. The latter method of treatment may 
produce little or no improvement in the patient. 


The side-effects were minimal. Patients were able to 
maintain an ambulatory status while taking reserpine. 
Many of them participated in industrial therapy through- 
out the hospital. Parenteral administration of 5 mg. or 
more causes dermal vasodilatation, manifested by flush- 
ing of the skin, hyperemia of the conjunctivas, and shiver- 
ing within an hour after administration in some patients. 
They may experience transient nausea and lassitude for 
a period of 12 to 24 hours. Increased dreams, polydypsia, 
polyuria, and diarrhea have been observed. In other pa- 
tients, no symptoms except lassitude may be evident. 
Some individuals manifest no undesirable symptoms 
whatsoever. After the expiration of 24 hours, a significant 
number of patients experience marked subjective im- 
provement, and it is not unusual for them to make such 
statements as, “I feel better than I have felt for a long 
time,” or, “I feel as frisky as a colt!” Sometimes slight 
vertigo is experienced, but this is not of an incapacitating 
nature. Although hypotension, with blood pressure as 
low as 80/50 mm. Hg and cardiac rates as low as 60, 
has been observed in some patients, it has been asympto- 
matic, except for the salutary, tranquillizing effect. The 
hypotension and bradycardia respond well to ephedrine 
sulfate, % grain (25 mg.) once or twice daily, orally or 
intramuscularly, if an elevation in blood pressure is 
desired. 

OTHER TREATMENT 

Electroconvulsive Therapy.—Fifty-six patients, or 
22.7%, received electroconvulsive therapy in conjunc- 
tion with reserpine. The glissando technique was em- 
ployed, utilizing Dale and Medcraft units. This combi- 
nation therapy was employed for the following reasons: 
1. Patients taking reserpine were distributed all over 
the hospital in various wards and therefore were under 
the care of numerous psychiatrists, some of whom pre- 
ferred to use electroconvulsive therapy. 2. Some patients 











Vol. 158, No. 1 


did not reveal optimal therapeutic improvement with 
reserpine alone, but showed marked improvement with 
the combination of reserpine and electroconvulsive ther- 
apy. This applies especially to deteriorated patients. 3. 
Patients who were depressed and suicidal were adminis- 
tered combination therapy because, obviously, our goal 
was to eliminate the suicidal ideation and attempts as 
quickly as possible. 

The administration of electroconvulsive therapy is 
facilitated by reserpine because anxiety, tension, fear re- 
actions, negativism, resistiveness, and combativeness are 
eliminated or decreased considerably. Many patients had 
received well over 100 electroconvulsive treatments with- 
out improvement prior to receiving reserpine. When 
reserpine therapy was instituted, in many cases it was 
possible to discontinue electroconvulsive therapy because 
of the marked improvement in patients’ conditions. Thus 
it is evident that many patients were refractory to elec- 
troconvulsive therapy but did respond to reserpine alone. 
Hyperactive patients revealed normal motor activity, 
noisy patients became much more sedate in their verbali- 
zations, and seclusive, withdrawn patients became more 
alert, extroverted, and cheerful in their demeanor. Since 
the inception of this study, electroconvulsive therapy for 
patients receiving reserpine has been decreased by 75%. 
It was possible to administer a smaller number of treat- 
ments because of the potentiating effect of reserpine on 
electroconvulsive therapy. In no instance was any un- 
desirable effect observed in employing the combination 
of electroconvulsive therapy and reserpine. No apnea or 
respiratory or circulatory impairment was noted, reveal- 
ing that this combination therapy is a safe procedure. 
Reserpine lowers the convulsive threshold. We have ob- 
served that satisfactory grand mal convulsions were pro- 
duced with lower voltages and shorter durations of time. 

Barbiturates.—A small number of patients were given 
supplementary treatments with barbiturates. Most of 
them did not improve in their mental condition; in fact, 
some of them became more disturbed, necessitating 
elimination of the barbiturate. However, a few patients 
did improve more with the combination of reserpine and 
barbiturates than with reserpine alone, indicating that 
reserpine potentiates the effects of barbiturates in some 
patients. Reserpine has proved to be efficacious in the 
treatment of many agitated and hyperactive senile pa- 
tients who had been treated with barbiturates with un- 
satisfactory results. Their symptoms were alleviated con- 
siderably, and they were able to develop some degree 
of insight into their mental conditions. In arteriosclerotic 
patients, confusion and disorientation were alleviated 
partially or completely. 


NATURAL HISTORY 

We have observed that reserpine facilitates the care of 
disturbed medical patients and is especially useful in the 
treatment of hyperactive postoperative patients. We are 
cognizant of the natural history of many diagnostic cate- 
gories that are characterized by remissions and relapses. 
Therefore, some patients who were receiving treatment 
with reserpine may have been approaching, and would 
have manifested, a remission without any treatment. By 
the same token, any patient receiving electroconvulsive 
therapy, insulin therapy, or psychotherapy may be near 
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a remission so that, when this remission occurs, the treat 

ment is regarded often as the sole causative factor in the 
patient’s improvement. This common denominator in 
many mental illnesses, namely, the natural history of the 
disease, is germane to all methods of therapy in psy 

chiatry and is no mere important in reserpine treatment 
than in other methods of treatment. Reserpine alleviates 
agitation, anxiety, and tension in both psychotics and neu 
rotics, regardless of pretreatment blood pressure. Anti- 
social, negativistic patients are able to think in a more 
clear manner. 


INTERDISCIPLINARY PROGRAM 

In conjunction with reserpine, it is desirable to conduct 
a “total push” program. In this program the efforts of 
workers in all disciplines, namely, psychiatrists, psychol- 
ogists, social-service workers, rehabilitation therapists, 
and nurses, are combined in a team approach under the 
leadership of the psychiatrist. This unified effort is a 
more effective therapeutic approach than the effort of 
workers in one discipline only. Also, wholesome social 
and environmental factors are provided in this therapy, 
which allows the patient maximum freedom of activity. 
Pianos, television sets, planters on walls, pictures, and 
drapes can and should be placed on wards for disturbed 
patients after reserpine treatment has been instituted 
Patients enjoy music, and they take pride in home-like 
decorations as they become more aware of and more in- 
terested in their environment. Our female “security” 
wards have lost their austere appearances and resemble 
college dormitories at the present time. 

The patients’ improvement must be explained and 
interpreted to relatives, with the hope that they will 
supervise them on indefinite leave of absence. For ex- 
ample, a regressed 65-year-old schizophrenic, who had 
been hospitalized for 16 years and who had not been 
Visited by relatives for a long time, improved greatly with 
reserpine therapy, regaining her contact with reality. She 
wrote to her relatives, asking them to visit her. They were 
disinterested and did not visit. Consequently, the vatient 
became depressed. Although she improved greatly with 
reserpine therapy, she is still somewhat depressed because 
she is aware of the rejection by her spouse and other rela- 
tives; however, we will find a placement for her in a 
family-care home. 

REPORT OF CASES 

Case 1.—A 29-year-old married white woman was admitted 
to Modesto State Hospital on April 26, 1954. She spoke in a 
veciferous and irrelevant manner, grimaced, and struck her head 
on the walls. The diagnosis was schizophrenic reaction, catatonic 
type. The history revealed that she had received six months’ 
intensive treatment, including insulin and electroconvulsive 
therapy, in another hospital three years previously. Upon ad 
mission, the patient received an electroconvulsive treatment. 
This was ineffective, for she resumed her bizarre, hyperactive 
behavior 10 minutes later. Reserpine, 5 mg., was administered 
intravenously on April 26, 27, 28, and 29, simultaneously with 
1 mg. by mouth daily. Within an hour after the mitial injection 
she became quiet and cooperative. Subsequently, she revealed 
normal mental and physical activity and was able to receive 
psychotherapy. She was relaxed, had undisturbed sleep, and 
developed a voracious appetite. Four days after admission she 
performed bookkeeping work at the hospital. She was discharged 
on May 7, 1954, taking reserpine orally, 0.5 mg. twice a day 
One month later the dosage was reduced to 0.5 mg. once a 
day. As an outpatient, she received psychotherapy one hour each 
week for one month. 
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At the present time, she is taking 0.5 mg. of reserpine orally 
daily and continues to make an excellent adjustment. She cares 
for her three children, cooks, and performs housework. She is 
calm in temperament, not being irritated by small daily annoy- 
ances that had previously disturbed her. Her husband observed 
that she is stable and alert mentally, more so than ever in the 
past. 

Case 2.—A 33-year-old married white woman was admitted 
to Modesto State Hospital on Aug. 14, 1953, with a history of 
confused and delusional behavior for three days. She was hyper- 
active and combative. The diagnosis was schizophrenic reaction, 
catatonic type. She had a history of trauma from the psycho- 
dynamic aspect. At the age of 16 she attempted suicide. She 
was an overt homosexual and behavior problem in high school. 
She married a man much older than herself, and the marriage 
was unsuccessful. From Aug. 27, 1952, to Feb. 8, 1954, she 
received 139 electroconvulsive treatments, hydrotherapy, seda- 
tion, seclusion, and restraint, but remained combative and 
destructive. Treatment with reserpine was initiated on Jan. 21, 
1954, at 1 mg. twice a day. It was necessary also to administer 
intravenous medication on a few occasions because she was 
mildly disturbed. Within a month, significant improvement was 
noted. She became quieter and more cooperative, making it 
possible to eliminate sedation and restraint. Since March, 1954, 
she has been friendly and sociable, and she was assigned to work 
in the laundry because she requested it. She enjoyed her work, 
participated in occupational therapy activities, and attended 
movies. In July, 1954, she went on indefinite leave of absence. 
She received four psychotherapeutic interviews as an outpatient 
and continues to make excellent adjustment, performing her 
household duties and caring for her children. The present oral 
dosage is 2 mg. of reserpine daily. 

Case 3.—A 55-year-old married white woman was admitted 
to Patton State Hospital on Jan. 30, 1937, as mentally ill. She 
was fearful that strange men might assault her and was appre- 
hended in front of the Y. W. C. A. barefooted and in an highly 
excited condition. The diagnosis was psychosis with syphilitic 
meningoencephalitis. The blood and spinal fluid serologic tests 
were positive, and the colloidal gold curve was 4432100000. 
The physical examination was essentially normal. The neuro- 
logical examination revealed hyperactive patellar reflexes and 
fine tremors of the tongue. While at Patton, the patient attempted 
to kill a psychiatric technician and attempted suicide by cutting 
her own throat. She received the customary antisyphilis treat- 
ments. She was transferred to Modesto State Hospital on Feb. 19, 
1948, with the symptoms of combativeness, assaultiveness, and 
hyperactivity. She spent most of her time in seclusion and 
failed to respond to electroconvulsive therapy, sedation, and 
hydrotherapy. She was placed on a regimen of orally given 
reserpine on March 12, 1954, receiving 2 mg. daily, as well as 
several intravenous and intramuscular injections of 5 and 10 
mg. She has improved to such an extent that she is now working 
in the sewing room and is quiet and cooperative. She has received 
no additional somatic therapy for the past six months. Her 
present medication is 1 mg. three times a day. 


COMMENT 


Reserpine reduces considerably the need for electro- 
convulsive therapy, sedation, restraint, seclusion, and 
hydrotherapy. It is desirable to employ this more con- 
servative method of treatment prior to attempting more 
radical somatic treatment. Reserpine enables psychia- 
trists to treat larger numbers of patients because this 
treatment, which can be administered by nursing per- 
sonnel, requires less time and energy than other somatic 
therapies. More important, larger numbers of patients are 
made amenable to psychotherapy. In regressed patients 
who have been psychotic for many years, six months’ 
therapy with reserpine may be required to produce maxi- 
mum improvement. It is recommended that patients who 
have not responded in a satisfactory manner to electro- 
convulsive therapy, insulin shock therapy, and prefrontal 
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lobotomy, be treated for a period of two to six months 
with oral and/or parenteral reserpine, depending upon 
the patient’s therapeutic requirements. The authors, 
as well as other investigators, have noted that in a sig- 
nificant number of cases it has been possible to eliminate 
these more radical therapeutic procedures by the use of 
reserpine. Because reserpine accelerates and increases in- 
sight formation, it is possible to decrease the number, and 
the duration, of psychotherapeutic interviews in a sig- 
nificant number of cases. Reserpine has been an effective 
therapeutic adjunct in this institution and should prove 
to be a valuable addition to the present therapeutic arma- 
mentarium both in institutional psychiatry and in private 
psychiatric practice. 

Reserpine has facilitated nursing care in 85% of our 
patients. A large percentage of patients are not as untidy 
and destructive after reserpine treatment. A significant 
number of them lose these symptoms and are motivated 
to socialize and participate in industrial and recreational 
therapies. The time and energy devoted previously by 
nursing personnel to custodial duties and in assisting with 
electroconvulsive therapy is expended at present on ther- 
apeutic measures that are rehabilitative in nature. Re- 
serpine has caused many patients to be aware of their psy- 
chosis and to become dissatisfied with it, resulting in a 
motivation to improve themselves mentally and physi- 
cally. The transportation of psychotic patients and their 
movement to other states, countries, or hospitals can be 
facilitated by reserpine treatment. 

The majority of patients in this study were schizo- 
phrenics (165). The most favorable responses were ob- 
served in the paranoid and catatonic types. Thirty per cent 
of the paranoid type and 45% of the catatonic type im- 
proved markedly. During this study, 6.48 % of the patients 
were discharged from the hospital and 21.46% left the 
hospital on indefinite leave of absence. The total per- 
centage of patients in this study who left the hospital on 
indefinite leave of absence or discharge is 27.9%. Thirty- 
six per cent of the patients in this study revealed marked 
improvement; 28 % , moderate improvement; 20%, slight 
improvement; and 15%, no improvement. Of the patients 
who have left the hospital, 8.5% received reserpine at 
home, the oral dosage ranging from 0.5 mg. to 2 mg. 
daily. 

Medicine has been passing through an era of radical 
somatic treatment of the mentally ill, and we hope that 
a period is approaching in which more conservative 
methods of treatment will be favored, one of which is 
chemical therapy. This period of chemical treatment of 
the mentally ill is in its infancy, and we believe that more 
specific drugs will be discovered in the future that will 
make it possible to treat specific symptoms or diagnostic 
categories. 

SUMMARY AND CONCLUSIONS 

Reserpine seems to be most effective in the treatment 
of schizophrenia; therefore, this alkaloid is a valuable 
adjunct in the state hospital, where a high percentage of 
the population is schizophrenic; however, we have 
completed only 12 months’ study of this particular chem- 
ical treatment of the mentally ill. Further research in 


reference to chemical and physiological disturbances of 
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the cerebrum in mental disorders should provide enlight- 
ening information about the effectiveness of reserpine and 
other chemical therapies. Many of these studies are being 
conducted by various investigators throughout the coun- 
try at this time, and we are looking forward to their re- 
ports. The use of reserpine should result in annual savings 
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to taxpayers by virtue of its decreasing admissions as well 
as making possible many leaves of absence and dis- 
charges. Many chronic mentally ill patients who were 
regarded as having a hopeless prognosis have gone, and 
others will continue to go, on indefinite leave of absence 
from the hospital. 





EPIDEMIOLOGICAL AND PSYCHOLOGICAL STUDY OF 
LEAD POISONING IN CHILDREN 


Robert B. Mellins, M.D. 


C. David Jenkins, M.A., Chicago 


Twenty-one cases of lead poisoning in children were 
uncovered in Chicago during 1953. Five of these cases 
were fatal. Since this is not a reportable disease, we have 
no data on the true incidence of this disease in previous 
years. Nevertheless, it was the consensus that the dis- 
covery of this number of cases in one year was unusual. 
Equally remarkable was the fact that over half of these 
cases were recognized at one hospital. Because central 
nervous system aberrations were characteristic of many 
of these cases of lead poisoning in children, the possi- 
bility of an epidemic of viral encephalitis was entertained 
initially. It was for this reason that aid was sought from 
the Communicable Disease Center of the United States 
Public Health Service. Although the epidemic, if indeed 
it be considered one, proved not to result from a com- 
municable disease, the epidemiological approach found 
so helpful in studying such diseases as typhoid and 
cholera, was of great aid not only in determining the true 
nature of these 21 cases of lead poisoning but also in ac- 
quiring valuable information concerning the disease. Fur- 
thermore, in order to evaluate the deleterious effects of 
lead poisoning on the mental development of growing 
children both as to kind and degree, a psychological ap- 
proach was deemed essential. 


CONFIRMATION OF DIAGNOSES 

Clinical Data.—When careful histories were taken it 
became apparent that pica—the abnormal, indiscriminate 
eating of nonfood substances—was the outstanding pre- 
cursor of lead poisoning. The signs and symptoms dem- 
onstrated by this series of cases are given in table 1. 
In every case signs and symptoms of central nervous 
system disturbance (irritability, lethargy, ataxia, or con- 
vulsions) and gastrointestinal disorder (vomiting, con- 
stipation, abdominal pain, or weight loss) were present. 
Pallor was invariably present when looked for. An iso- 
lated and transient palsy developed in the sixth nerve in 
one case. Convulsions occurred in 11 of the 21 cases and 
were present in all 5 fatal cases. 


Laboratory Data.—In 18 cases the hemoglobin level 
was found to be less than 10 gm. per 100 cc. of blood. 
Radiographic evidence of transverse bands of increased 
density at the ends of growing bones was present in 18 
cases and suggestive in 3. Basophilic stippling of the 
red blood cells was noted in 16 cases. Increased copro- 
porphyrinuria was found in a few cases, but tests for its 


occurrence were not performed in the majority of cases 
Glycosuria was present in 8 cases and albuminuria in 
10 cases as transitory phenomena. 

At the time that these cases first appeared, adequate 
laboratory facilities to determine the amounts of lead in 
the body fluids and tissues were not widely available. 
Nevertheless, lead determinations were made in 17 cases. 
Definitely elevated amounts of lead were found in the 
urine in 12 cases, in the blood in 4 other cases, and in 
the bone in one additional case. Examination of the 
cerebrospinal fluid revealed elevation of the pressure in 
seven cases and increased amounts of protein in six cases. 
In four of the five fatal cases, postmortem examinations 
were performed. In all four cases, marked edema of the 
brain without macroscopic or microscopic evidence of 
inflammation was noted. In two cases, inclusion bodies, 
characteristic of lead poisoning,’ were noted in the liver 
and kidneys. In one case, the diagnosis was confirmed 
only after 16.4 mg. of lead was found in 100 gm. of 
bone. 

EPIDEMIOLOGY 

The distribution of cases according to sex, age, and 
race is given in table 2. The ages of the patients clustered 
between 1 and 4 years, a period when the risks of acci- 
dental poisoning from the ingestion of a wide variety of 
substances besides lead are greatest.* With the excep- 
tion of one case that was recognized in March, all the 
cases were discovered during the warmer months from 
June to September. Although the cases were city-wide 
in distribution, they were almost exclusively limited to 
the blighted areas. A visit to the home of each afflicted 
child was made at least once, and sometimes more than 
once, by board of health personnel. Paint scrapings were 
obtained from all sites at which the child may have nib- 
bled and were analyzed for lead content. As can be seen 
from table 3, painted walls, woodwork, and window sills 
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were the chief sources of lead. Except for dried paint, 
other sources of lead to which these children might have 
been exposed were not found. 

The home visits provided an excellent opportunity to 
study the environments of these children. Most of the 
homes were dilapidated. In 19 instances there were large 
amounts of peeling or chipped paint, plaster, and putty. 
This was particularly true around window sills. All of 
the children came from families in the lowest socio- 
economic status. There was an average of four children 


TABLE 1.—Signs and Symptoms Shown in Twenty-One Cases of 
Lead Poisoning in Children, Chicago, 1953 


No. of 

Cases 
Vomiting . are pce erewedeaie 16 
Constipation . aes sabia 11 
Weight loss... , ee ie. 7 
Irritability ... 
Convulsions .... 1 
Lethargy .... svete ie aus 7 
MN sé a chow ieenees> : ‘ woe cateatncns wer 2 
Isoluted 6th nerve palsy.. ‘a sii dat Si 1 
ge errr Seehateenriatth ene men’ Kye ae Saaee 16 


per family. In a few cases, the superviston was limited by 
what appeared to be low intelligence or indifference of 
the parents or interpersonal conflicts within the family. 
It was somewhat surprising to learn that the chewing 
of paint was not regarded as a dangerous activity by the 
parents. In a number of cases there was little opportunity 
for varied play activity. As far as we were able to discern, 
however, the supervision in most of the cases could not 
be said to be any worse than that received by most other 
children in the lower socioeconomic groups. 


After the diagnoses of lead poisoning had been con- 
firmed, two questions immediately arose: 1. Was this 
a true increase in the incidence of childhood lead pois- 
oning? 2. Why were 12 of the 21 cases recognized at 
one hospital? Careful study failed to reveal any new 
sources of lead in the environments of the children. Al- 
though we have no way of knowing the incidence of 
nonfatal lead poisoning, there was no significant dif- 
ference between the number of fatalities attributed to 


TasLe 2.—Cases of Lead Poisoning in Children Accerding to 
Age Group, Sex, and Race, Chicago, 1953 


Puerto 

Age Group Total Male Female White Negro. Rican 
og: ae 1 0 1 1 0 0 
ae 5 4 1 4 0 1 
24-35 MO.....0- ; s 3 5 3 5 0 
36-47 MO........... 7 5 2 3 3 1 
Total........ a 21 12 9 ll 8 2 


lead poisoning during the year of this study and the 
preceding year. There were five fatal cases in 1953 and 
four in 1952. 

The diagnosis of lead poisoning in children can be 
very difficult, since the onset may be insidious and the 
signs and symptoms may resemble those of many other 
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diseases. The first group of cases discovered during the 
year of this study came from one hospital at which a 
group of clinicians had become very interested in the 
problem of lead poisoning in children and had also be 
come quite astute in recognizing cases. Later on in the 
summer when other hospitals became familiar with the 
problem, cases were found elsewhere. We have no good 
evidence to indicate a recent increase in the incidence 
of lead poisoning in children. That cases were discovered 
in Chicago during 1953 to a degree not previously re- 
corded is a finding that seems to be attributable to the 
fact that physicians became more interested in lead poi- 
soning and learned to recognize the disease more readily. 
This was particularly true of the physicians at one 
hospital. 
PSYCHOLOGICAL STUDY 

The behavioral and psychological picture that pre- 
cedes and follows the severe symptoms of lead poisoning 
in children has not been as well surveyed as the physio- 
logical aspects. The paper by Byers and Lord reporting 
the follow-up on 21 cases of lead poisoning in children 
in Boston stands as the only extensive work on this prob- 
lem to date.* Many theories have been formulated as to 


TABLE 3.—Sources of Lead in Twenty-One Cases of Lead 
Poisoning in Children According to Amount, Chicago, 1953 


More 
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what factors predispose a child to the abnormal, indis- 
criminate appetite—pica—which is the behavioral basis 
for lead poisoning in children. Some have held that pica 
is characteristic of mentally retarded children while others 
have believed that nutritional or emotional factors are its 
cause. In order to evaluate these hypotheses and to 
determine the degree of impairment to mental develop- 
ment resulting from lead poisoning, an intensive psycho- 
logical study was undertaken. 


Methods.—Data were gathered through four tech- 
niques: (1) a detailed interview with the parents regard- 
img the child’s early medical and developmental history 
and his present behavior in the home; (2) the Kuhlmann 
Tests of Mental Development * to measure present per- 
formance levels on a variety of tasks; (3) the Vineland 
Social Maturity Scale,® giving mformation on the child’s 
present ability for self-help, his adjustment, and his 
growth toward independence; and (4) observation of 
spontaneous and elicited behavior during the play and 
examination sessions. Some factors were investigated by 
more than one technique. For example, information re- 
garding language skills was gained from both the inter- 
view and the intelligence test; information regarding gross 
motor skills was gathered by use of the Vineland scale 
and directly elicited during the play period. This over- 
lapping of informational sources served to check the 
reliability of the various techniques. 








oO Tt » Ge 


a 


Ww FAA w FI 


_— "ss 


'= = Pre =e we we CU 


=— Ga 





Vol. 158, No. I 


The developmental interview was devised especially 
to throw light on some of the unknown factors related 
to lead poisoning in children. These were the data sought: 
perinatal history, previous illnesses, early feeding expe- 
riences (bottle or breast), age of weaning, addition of 
solid foods and vitamins to the diet, gastrointestinal dif- 
ficulties, food likes and dislikes, descriptions of the pica, 
and age of toilet training and response thereto. The age 
at which the baby first held up its head, sat unsupported, 
stood alone, walked, and talked, and the age at which the 
first tooth appeared were recorded in each case. These 
data were checked against responses recorded early in 
the interview in which the parents compared the child to 
siblings with reference to behavior, intelligence, and 
general maturity. 

The internal consistencies in the developmental story 
as gathered by different methods leads us to place con- 
siderable confidence in the reliability of these data on the 
developmental milestones in the child’s first two years of 
life. Because of the low chronological age, no projective 
techniques or other personality tests could be performed 
on these children. Furthermore, such testing done after 
the poisoning would not reflect the pre-illness status of 
the child. During these early months of a child’s life, 
the mother forms so nearly the total social environment 
that study of the mother-child relationship may well 
prove to be the key tou understanding the psychodynamics 
contributing to pica or other behavioral abnormalities. 

Indirect questions were asked about the child’s pres- 
ent play activities, his relation to playmates and siblings, 
and his dependence or overdependence on the mother. 
These cast light on his present emotional and social ad- 
justment. The emotional stability of the child was dis- 
cussed, and his cheerfulness and contentedness before, 
during, and after the illness were compared. Emotional 
stability, or capacity to perceive and react maturely, is 
one aspect of ego function that also develops with age. 
Chronic crankiness, crying, unrealistic social responses, 
and lack of emotional control are commonly called “baby- 
ish” and are gradually outgrown by the normal child. 
Qualitative criteria and quantitative expectations in re- 
gard to emotional stability of young children differ greatly 
from observer to observer. Standards of “proper be- 
havior” and amount of permissiveness also differ be- 
tween social groups and between families. Nevertheless, 
by having each mother rate the child with lead poisoning 
against her other children, a measure of control was 
achieved over the factors of varying expectations and 
cultural differences. 


The Kuhlmann Tests of Mental Development were 
selected as the measure of intelligence after comparison 
with several other examinations. For our purposes, a 
single instrument was needed that would measure very 
low mental ages. The Kuhimann test extends from age 
3 months to the advanced adult leve! and is better stand- 
ardized at the younger levels than other available tests. 
Its items are interesting to children and varied in nature, 
thus giving a broad sampling of different kinds of per- 
formances. Furthermore, it provides a measure of varia- 
bility for each child, i. e., variations in the level of test 
performance by each individual. It was thought that the 
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amount of “scatter” of results might be a significant as- 
pect of the performance of these children with possible 
brain damage. 

The Vineland Social Maturity Scale has been used 
since 1935 to distinguish between children able to assume 
“normal” self-responsibility and those who are socially 
incompetent.*” It is frequently used to determine whether 
retarded children should or should not be institutional- 
ized. Practical living ability as distinguished from aca- 
demic intelligence is measured. By its use, a broader 
picture of the child, his abilities, and his future prognosis 
is obtained. Careful observations of spontaneous behavior 
were made, and such factors as digital dexterity, use of 
crayon and paper, walking and stair-climbing ability, 
spontaneous speech, attention span, estimation of dis- 
tractibility during the test session, physical appearance, 
and relation to the examiner were noted. Some of the 
evaluations were necessarily subjective. 

Findings Prior to Illness —On the basis of the histories 
of the 15 surviving children available for follow-up, it 
appears that this group was not retarded in general de-' 
velopment prior to the onset of symptoms of lead poison- 
ing. In motor development, 11 were clearly within the 
normal age range for achieving these skills and 3 ap- 
peared somewhat advanced. Only one of the 15 was 
markedly retarded. In language development 10 spoke 
their first words between the age of 9 and 13 months, 
clearly within the normal range. Two were slow in onset 
of speech (18 months and 24 months), and for three 
others parents could not remember. Other data suggest 
that one of these three was retarded in language skills. 
In all, only three children from this essentiaily normal 
group showed any form of retardation prior to illness and 
even this was partial. Of all the factors considered, emo- 
tional stability was the only one in which these children 
seemed to be below average prior to poisoning, and even 
here the trend is not clearly established. During infancy 
and prior to poisoning, 9 of the 15 patients were con- 
sidered of average emotional stability and maturity. Five 
others were compared unfavorably with siblings, called 
“whiny,” “balky,” “cranky,” or “a problem.” Reliable 
observations were lacking in one case. 

The medical histories of these children, prior to lead 
poisoning were essentially unrevealing. Only 2 of the 
15 had ever been acutely ill in their first two or three 
years of life, a rate which is not remarkably different 
from that of the general child population. Thirteen of 
the 15 patients were reported as having pica. In the other 
two cases, this behavior had not been noticed by the 
parents. (One of these was first reported by the parents 
as not having eaten paint, but plain films of the abdomen 
revealed opaque particles in the intestines.) When par- 
ents could give a detailed history, it was usually reported 
that pica became noticeable shortly after the child began 
to walk. Even when parents tried to limit indiscriminate 
eating by keeping the child away from favored sites of 
poisoning, the child circumvented them or found other 
sources of paint. Alternate, safe objects for chewing were 
offered but, as a rule, once the habit had been established, 
this did not check the specific appetite. Pica thus was 
clearly a strongly motivated and not a random behavior 
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Pica may be specific or general.° In a specific pica the 
child seeks out one special substance, such as plaster, 
paint, fuel oil, mud, paper, wood, or crayon. In general 
pica, numerous such substances are chewed and eaten 
without partiality. Most of our patients showed general 
pica. A few seemed to favor plaster, putty, and dried 
paint; these also drank copious quantities of milk. Fur- 
ther efforts to establish primary or secondary nutritional 
inadequacy as a cause of pica were not successful. There 
were no cravings or food preferences that characterized 
the whole group. These findings are consistent with those 
cited in the literature.’ 

The pica and oral play activities exhibited by these 
children showed a preponderance of biting over sucking. 
Ten of the 15 children usually bit; one both bit and 
sucked, only 3 usually sucked, and one reportedly did 
neither. This biting was not just associated with periods 
of tooth eruption but seemed to be a more prolonged 
and usual part of the behavior repertoire. That this is 
really an aggressive act is emphasized by the fact that 
four parents reported their children frequently bit sib- 
lings and playmates. This item was not asked in the ques- 
tionnaire but arose spontaneously during the course of 
study. The aggressive biting by many of our patients sug- 
gests again an emotional basis for pica. It is clear that 


TABLE 4.—Intelligence Quotients of Children After 
Lead Poisoning 


No. of 

I.Q. Classification Cases 
OR, tceccdcenteusnntanemulesieraeete Average 1 
IEEE ECT OA SEES AE ee Average 0 
Ro slirciche ace: s-d-aa.n'sivce eacneseunieanedrocda Dull and backward 4 
RR Rete pentoer pert OT. | Borderline defective 6 
I pic iian ease npeaesenntaeeeenaie Moron 0 
Be wtivdwsdstvasveuusesaensaedaaee Moron 4 


pica and irritability are found together in children with 
lead poisoning, but it is not known how much of this 
irritability is solely a result of lead poisoning and how 
much preceded the poisoning and caused the pica. 

Analysis of the early feeding experiences of these 15 
children revealed that 8 were fed on the bottle alone 
while 7 were breast fed (2 of these also had supplemen- 
tary bottles). Data on age of weaning were inconclusive, 
with a slight trend toward late introduction of solid food. 
Our patients were reported to have shown no strong 
resistance to weaning. It has been reported that many 
children with pica had been eating only soft diets and 
that adding crunchy and chewy foods sometimes reduces 
the pica habit.* In the matter of toilet training the amount 
of resistance, fretfulness, and refusal to learn showed 
considerable individual differences, but no consistent 
deviations from the average were seen. 


Acute Phase of Poisoning.—From our study it now 
appears that a certain behavioral pattern frequently pre- 
cedes by one or two weeks the acute exacerbation of 
symptoms that marks the onset of the severe phase of 
poisoning. This behavioral pattern is characterized by 
extreme irritability, fearfulness, weakness, withdrawing, 
and frequent crying for no apparent reason. In only one 
case of the 15 was this emotional syndrome denied as 
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being present. Five parents either noticed only fatigue 
or did not remember clearly the preattack period. During 
and immediately after the severe illness, all the patients 
regressed emotionally and behaviorally. Although this 
is not unusual in severely ill children hospitalized for a 
wide variety of illnesses, the failure to “catch-up” during 
the period of convalescence would seem to indicate that 
the poisoning itself caused retardation beyond that which 
commonly accompanies serious illness and hospitaliza- 
tion. Most children who had learned toilet control lost 
this ability. A few regressed in motor ability, and most 
showed a return to infantile social and emotional response 
—again signs common to prolonged illnesses. Most of 
the children with lead poisoning lost speech ability; this 
does not occur in most other diseases. 


Findings Subsequent to Illness —Between six and 
eight months after admission to the hospital for lead 
poisoning (and thus about four to six months after 
release from the hospital), each patient was examined 
by a psychologist. The poisoning episode was associated 
with a definite setback in mental development. While only 
3 seemed in any way below average during early in- 
fancy, 14 of the 15 are now seriously below average, 
as measured by tests of general mental development. 
Whereas the average chronological age of the group at 
the time of follow-up was 3 years, 4 months, the average 
mental age as determined by the Kuhlmann test was 2 
years, 5 months. The intelligence quotients are given in 
table 4. An analysis of the tests of mental development 
also revealed that nine children scored abnormally high, 
one average, and five below average in variability or 
scatter. 

Of the various specific functions, language and speech 
were most seriously impaired in seven cases, while visual- 
motor coordination was most seriously disturbed in two 
cases. The remaining cases exhibited equal impairment 
of these functions. During the acute illness several chil- 
dren lost speech entirely, but they gradually regained 
this ability as recovery proceeded. It appeared from the 
behavior of the children during the test sessions that 
some knew what they wanted to say but could not ex- 
press it vocally. They seemed frustrated by this inability 
to verbalize. Six had speech impediments acquired dur- 
ing the acute illness. Others, though they had no speech 
impediment, did not talk much. 

The outset of the testing sessions found many children 
fearful of the situation and unwilling to talk. All the 
children, however, soon overcame this shyness. Although 
they cooperated fully, neither the quantity nor the quality 
of verbalization was normal for their age. Analysis of 
the scatter in the mental tests showed specific difficulties 
in the naming of objects and conceptualization. This 
impairment would limit the symbolic processes so neces- 
sary to mature verbal behavior. Thus, on both motor and 
conceptual levels, language development had been af- 
fected. Of the 15 patients, 12 showed a retarded rate 
of language development following poisoning, 2 showed 
steady growth and one, who was late in starting to talk, 
appeared less retarded than was reported for his infancy 
(see figure). 

Gross motor development as expressed in such abilities 
as running, stair climbing, shoving, and lifting was normal 
for this group’s chronological age subsequent to illness. 
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Fine muscle movements (including those used in speech) 
and visual-motor coordination were noticeably impaired. 
When presented with paper and crayon, 11 of the 15 
commenced a jerky, uncoordinated scribbling behavior. 
In general, this type of response rapidly becomes con- 
trolled and organized after the second birthday.* Of the 
simple tests, the one most frequently failed was copying 
a circle. Five children, with mental ages above this level, 
(one year, 7 months) experienced their first failure when 
unable to imitate a circle drawn by the examiner. Thus 
drawing behavior was more retarded and primitive than 
even the mental ages of these children would indicate. 
In building block towers and handling small objects, 
three appeared handicapped in digital manipulation and 
a few others were “borderliners.” The speech impedi- 
ments also reflect lack of small muscle coordination. In 
all, 11 children showed, in some way, an impaired rate of 
motor development following hospitalization for lead 
poisoning, while 4 developed steadily (see figure). After 
recovering from the severe symptoms, the children char- 
acteristically showed irritability, emotional instability, 
and negativism. Thirteen of the 15 children were ob- 
served to be unstable and were reported tc have behavior 
problems. 

In regard to emotional maturation, 10 showed greater 
instability than had been exhibited prior to the acute 
illness (see figure). This was reflected in nine cases by 


TaBLE 5.—Cases of Lead Poisoning According to Distractibility 


No. of 
Distractibility Seale Cases 
Minimal: completely absorbed by task..............-.ceeeceeee 0 
Low: little interference from distracting stimuli.......... 0 
Average: outside stimuli do not impair efficiency............. 1 
Great: escily distracted by extraneous stimuli or by own 
iueas but returns readily to task..................+. 
Extreme: abstracted, difficult to get and hold attention..... 7 


disturbed relations with siblings and playmates. Some 
patients were reported always to be fighting while others 
always withdrew. Four children frequently bit siblings 
or playmates. Mothers reported excessive dependency 
and regression of these patients in only six of the cases. 
The majority seemed to be fairly normal in this respect. 
This is supported by the Vineland Social Maturity Scores: 
seven scored social quotients above 100 and eight scored 
below. This distribution is roughly average, although 
differences between persons are greater than in a random 
sample of similar size. The social maturity quotients were 
generally at a higher level than the intelligence quotients. 

Observations of these children during play and ex- 
amination periods revealed far greater internal distracti- 
bility as evidenced by shorter attention span than is 
average for children their ages. Based on experience 
gained from testing normal and clinic cases, an estimate 
of distractibility and short attention span was made for 
each patient. The results according to a scale adapted 
from one appended to the Revised Stanford-Binet In- 
telligence Scale are given in table 5. Our study yielded a 
significant finding on this variable. Patients with lead 
poisoning apparently show extreme distractibility and 
short attention span. Seven patients were rated extreme, 
seven great, and one of average distractibility. None 
Showed low or minimal distraction. It was difficult to 
gain or regain the children’s attention. At times, passing 
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a hand or object in front of the patient's eyes or actually 
holding or stroking the head or hand was necessary to 
gain glances and interest. 

At present these children have few strong food dis- 
likes—and these follow no pattern. Except for one child 
they do not present eating problems now. The eating of 
nonfood substances has been greatly reduced subsequent 
to hospitalization. Table 6 presents the current status 


TABLE 6.—Presence of Pica Following Hospitalization 
No. of 
(ases 
Me ceuncncese vie 7 
Occasional pica.......... > . 5 
re ; 8 


of these 15 children with respect to pica. Even though 
parental watchfulness is greater with reference to this 
habit, seven children no longer show pica. No medication 
or regimen had been prescribed to halt this habit. It is 
true, however, that because of their illness these children 
have received attention and affection in far greater quan- 
tity than prior to poisoning. 
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Distribution of children by rate of development subsequent to lead 
poisoning, Chicago, 1953. 


COMMENT 


The occurrence of the 21 cases of lead poisoning in 
children studied appears to have been dependent on two 
major factors: (1) the accessibility of peeling paints con- 
taining more than 1% lead in the environments of chil- 
dren, and (2) the presence of pica as a behavioral ab- 
normality. The unusual number of cases of lead poison- 
ing in children recognized during 1953 in Chicago may 
be attributed to an aroused interest in the disease by the 
medical profession, with a concomitant increase in the 
ability to make the diagnosis. The children studied were 
not grossly abnormal prior to poisoning. Following lead 
poisoning the children showed marked mental and 
emotional deterioration indicative of permanent brain 
damage. 





8. Gesell, A., and others: The First Five Years of Life: A Guide to 
the Study of the Preschool Child from the Yale Clinic of Child Develop- 
ment, New York, Harper & Brothers, 1940, pp. 140-141. 
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Improved housing with the elimination of paints con- 
taining lead pigments from the interior surfaces and from 
other objects accessible to children appears to be essen- 
tial to the prevention of lead poisoning in children. Im- 
proved emotional health of the child would seem to be 
essential to the prevention or control of pica. To prevent 
an occurrence of lead poisoning in children is to pre- 
vent a probable case of mental retardation or a possible 
death. 


SUMMARY 

An aroused interest in lead poisoning in children by 
physicians led to the discovery of 21 cases in Chicago 
during 1953. Five cases were fatal. The children ranged 
in age from 10 to 44 months. Pica was the outstanding 
precursor in all cases. Vomiting, constipation, abdominal 
pain, weight loss, lethargy, irritability, and convulsions 
were the principal signs and symptoms and appeared 
mostly during the summer. A behavioral syndrome char- 
acterized by irritability, fearfulness, weakness, with- 
drawal and unexplained crying commonly occurred one 
to two weeks prior to hospitalization. The finding of 
anemia, basophilic stippling of erythrocytes, increased 
coproporphyrinuria, elevated urine and blood lead levels, 
and transverse bands of increased density at terminal seg- 
ments of growing bones on roentgenogram confirmed the 
diagnoses. 
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The cases were city-wide in distribution but largely 
confined to the slum areas. Home investigations revealed 
that the painted interior surfaces were almost invariably 
peeling. Of the sites chewed, painted walls and window 
sills were the two commonest sources of lead, as proved 
by analysis of paint scrapings. Of the 21 cases, five chil- 
dren died with lead encephalopathy. Of the surviving 
children, 15 were studied four to six months after dis- 
charge from the hospital by using detailed developmental 
histories and tests, observing spontaneous and elicited be- 
havior, and interviewing parents. Follow-up was not pos- 
sible in one nonfatal case. 

Prior to the onset of lead poisoning, only one of the 
15 children was retarded in motor development. Three 
were slow in speech development, and six were emotion- 
ally immature. Pica was of the aggressive biting rather 
than sucking variety and was a directed activity and not 
a random behavior. A nutritional basis for the pica could 
not be found. 

Approximately six months subsequent to illness, 14 
of the 15 children were found to be markedly retarded in 
some way. Language ability (12 cases) and finer muscle 
coordination (11 cases) were most disturbed. Ten chil- 
dren became much more unstable emotionally. Extreme 
distractibility, short attention span, and high variability 
(scatter) on psychological tests were characteristic. 


54 W. Hubbard St. (10) (Dr. Mellins). 





MEDICAL EVALUATION OF A SYSTEM OF LEGALIZED PROSTITUTION 


Walter Lentino, M.D., New York 


There have been few recent studies in the medical 
literature of the operation of legalized prostitution.' The 
purpose of this paper is to outline the functioning of the 
system of legalized prostitution in Italy to which the mem- 
bers of the American armed forces now serving there 
have been exposed. An attempt has been made at com- 
plete objectivity: The facts have been reported both as 
described by persons intimately functioning within the 
system and as noted by American observers. Prostitution 
is the world’s oldest profession. It has been in operation 
in different ages, in different forms, ranging from the fur- 
tive selling of sex by unlicensed prostitutes, ruthlessly 
suppressed by law, to the wide open systems vigorously 
encouraged and regulated by law and looked upon by 
civic leaders as a “necessary evil.” It is a system of the 
latter type that now prevails in Italy. 


METHOD AND SOURCES 
This study was undertaken when I was on duty with 
the U. S. Army in Leghorn in the capacity of preventive 
medicine and venereal disease control officer. It arose as 
part of a larger study aimed at determining why a com- 
paratively small group of American soldiers (the exact 





Formerly Captain, Medical Corps, U. S. Army, and Preventive Medical 
Officer, Fourth Logistical Command, Leghorn, Italy. 

1. McQuaid, E.: Polls Open, Brothels Close; San Antonio Breaks with 
Tradition, J. Social Hyg. 38: 250-260 (June) 1952. Ducrey, C.: Intef- 
relation of the Merlin Plan and Government Plan for the Prevention of 
Venereal Disease, Minerva med. 43: 842-848 (Dec. 13) 1952. Clarke, C. 
W.: Medical Examination of Prostitutes, Postgrad. Med. 12: 162-166 
(Aug.) 1952. 


number must be suppressed for military security reasons ) 
stationed in Leghorn, Italy, had a higher annual rate per 
1,000 of venereal disease than any other post in the U. S. 
Army for a period of six out of nine weeks in the period 
under study. Since over 80% of the new cases of venereal 
disease were occurring as a result of exposures in licensed 
houses of prostitution, it was felt that everything possible 
should be learned about this system in order to intelli- 
gently evaluate antivenereal disease measures. The sources 
of the information obtained were threefold: the questura 
(local police) and its vice squad, the Ufficio Sanitario 
della Prefettura (the state health department) and its of- 
fice for medical regulation of prostitution, and various 
different individuals in the houses of prostitution them- 
selves. This was supplemented by field trips to various 
houses in conjunction with agents of the Italian vice 
squad and the U. S. Military Police. The functioning of 
houses of prostitution can best be considered under three 
separate headings: their method of operation, their police 
control, and their medical supervision. 

Method of Operation.—Houses of prostitution are a 
bona fide business in Italy. They pay a fixed tax for the 
privilege of operating. This tax is independent of the 
amount of business, the number of employees, or the size 
of the establishment. The money is paid to the federal 
government of Italy. Prostitution is exclusively a woman’s 
monopoly. Only a woman may secure a license to run a 
house of prostitution; however, it is generally felt by local 
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police officers that men are actually in control of the ma- 
jor houses, using women merely as paid employees. Most 
houses of prostitution show class distinction. The houses 
have different fees and different rooms for different 
classes of patrons. They have, for example, various wait- 
ing rooms, i. e., one for exclusive clients, one for the 
masses (sailors, soldiers, day laborers) and, since the 
arrival of U. S. troops, a separate room for Americans. 
The physical plant of all houses of prostitution is the 
same, varying only in the number of waiting rooms and 
bedrooms. In addition to these, there is always an ex- 
amining room for the health physician; an anteroom 
where documents are checked, customers are greeted by 
the madam, and bills are paid; a kitchen where food is 
cooked; and a special room where the police agent can 
check documents. The bedrooms double as business 
places and actual homes for the working prostitutes. All 
women in the houses of prostitution are rotated on a two 
week basis throughout Italy. The system is roughly equiv- 
alent to that of American road theater groups. If a par- 
ticular prostitute’s work is found very satisfactory and 
remunerative, she is often “held over” for an additional 
two weeks. If not, she is rotated from house to house, 
city to city, on a two week basis. 

The law requires that certain signs be conspicuously 
posted. “Forbidden to minors under 18 years of age” 
is conspicuously posted at the vestibule of the house. 
The identity card of each patron is required by law to be 
checked to insure that no minor frequents a house of 
prostitution. “Leave at the vestibule all weapons, umbrel- 
las, and clubs” is posted in the waiting room. Patrons are 
advised that serious legal action may be taken if they are 
discovered in possession of a weapon. The chief reason 
for this provision, according to the consensus of women 
interviewed, is to protect the prostitutes from threats or 
from sadistic actions of sexual deviates. “Fee 220 lire” is 
also posted on entrance to the waiting room. This 220 
lire represents approximately 35 cents in American cur- 
rency. This sign is posted to insure that patrons are not 
overcharged, though the madam is usually careful to ex- 
plain that this is a minimum fee and includes only normal 
coitus and completion of ejaculation, after which the pa- 
tron is obliged to leave immediately. “How to prevent 
yourself from getting venereal disease” is the title of a de- 
tailed chart on the wall in the waiting room. The in- 
formation in this chart stresses the use of both mechanical 
and chemical prophylaxis. “How to prevent venereal dis- 
ease—men” and “How to prevent venereal disease— 
women” is posted on each side of the bed in the bed- 
rooms for the meticulous individual with the poor mem- 
ory who has read the chart in the waiting room but wants 
a review of it again before or after coitus. 

All houses of prostitution operate with a basic mini- 
mum of personnel: the tenaturia, the direttrice, the por- 
tinaio, the cuoco, and the signorine. The tenaturia is the 
lady who has an authorized license to run the house. She 
is usually distinct from, but can be, the direttrice (direc- 
tor, “madam”) who is the over-all supervisor and col- 
lector of the money. She distributes chits to the prosti- 
tutes (who never handle money) that specify what work 
they must do. The portinaio is the doorkeeper “bouncer”; 
he checks documents for age, escorts people into their 
proper waiting room, and maintains law and order in the 
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case of rambunctious, dissatisfied, or drunk customers. 
The signorine of the house are the ladies who render the 
special services peculiar to the establishment. 

Police Control.—Police control is vested in the vice 
squad of the questura. They perform two basic functions: 
registration of prostitutes and inspection of houses. The 
questura checks and interviews each new prostitute who 
reports into the city to work in a house. They ascertain 
that her medical immunizations and examinations are up- 
to-date, and they officially register her with them. All this 
is carried on in a spirit of friendly amiability; then she re- 
ceives permission to work. The questura has five commis- 
sariati (agents) who inspect the houses of prostitution to 
insure that the regulations are carried out: 1. They spot 
check identity cards on patrons to insure they are over 
i8 years of age. 2. They check rosters of women against 
the women registered in the questura. They seek in par- 
ticular “outlaw” prostitutes who are working without 
their papers in order. 3. They spot check medical records 
of working prostitutes, seeking in particular women who 
are working who have not received medical examinations. 
4. They accompany any individual who denounces a 
prostitute in a house as having given them venereal dis- 
ease, and they insure that this woman is referred for 
proper medical attention. The police are ruthless in their 
suppressions of outlaw prostitutes and illegal prostitution. 
Any house has its license immediately revoked if a minor 
under 18 years of age is found as a patron, if an unregis- 
tered prostitute is found working there, or if a prostitute 
working there has not received a proper medical exami- 
nation. 

Medical Control.—The medical control of prostitutes 
is supervised by the Ufficio Sanitario della Prefettura. 
This state health medical officer is assisted by three phy- 
sicians who actually perform the medical examinations 
in all the houses of prostitution. The basic function of 
medical regulation in this system is twofold: it is the con- 
trol of both venereal and nonvenereal disease. Medical 
examination for the detection of venereal disease con- 
sists of a carefully performed physical examination, in- 
cluding speculum examination and a routine cervical and 
urethral smear for gonorrhea. A sanitary inspection of 
the premises is also made to insure that good plumbing, 
clean linen, and adequate antivenereal disease measures 
(i. e., condoms and chemical prophylaxis) are available. 
The medical examination is performed every second day 
on each prostitute working in a house of prostitution. Any 
prostitute who misses an examination must cease work; 
otherwise she runs the possibility of being completely 
outlawed if she is caught operating without an examina- 
tion within the last two days. The physician, on receiving 
the report of the cervical smears as negative, initials the 
prostitute’s blue book, and gives her a two-day clean bill 
of health. The blue book contains the prostitute’s entire 
venereal disease record. In addition to receiving a physi- 
cal examination and cervical and urethral smears every 
other day, she is required to have a blood serologic test 
for syphilis every two weeks and a complete record of 
any treatment for syphilis and gonorrhea. 

To prevent the prostitute from spreading nonvenereal 
diseases as well, the state health office requires a chest 
X-ray every six months to rule out tuberculosis and a com- 
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plete immunization series against smallpox, typhoid- 
paratyphoid, and diphtheria. It should be noted that these 
health precautions against the spread of communicable 
diseases are almost precisely those prescribed by the U. S. 
Army for its own soldiers, with the exception of the sub- 
stitution of antidiphtheria immunization for antitetanus 
immunization. The health department also has treatment 
beds in the local hospitals for prostitutes discovered or 
denounced as having venereal disease. These prostitutes 
may here receive free bismuth-arsenic treatment for syph- 
ilis and free sulfadiazine therapy for gonorrhea. If a pros- 
titute, however, desires penicillin, she must pay for this 
herself. A prostitute once having taken the cure is per- 
mitted to go back to work if all evidences of infectivity 
have disappeared. 


Having observed the actual functioning of legalized 
prostitution, it is also of interest to note the attitudes of 
individuals in responsible positions governing prostitu- 
tion, i. e., the state health officer and his assistants and the 
members of the vice squad. They are almost unanimous in 
their approval of legalized, regulated prostitution, and 
they state three main reasons for accepting it: 1. “Legal- 
ized prostitution protects chastity.” This attitude that 
legalized prostitution promotes chastity stems from the 
feeling that wayward soldiers and others, instead of 
bothering honest women, go directly to houses of prosti- 
tution if they exist openly. If these houses ceased, many 
married women and simple young girls might be seduced. 
2. “Legalized prostitution insures protection against vene- 
real disease.” The excellence of the medical program is 
pointed to as proof of the virtue of legalized prostitution. 
3. “Legalized prostitution dissociates prostitution from 
gangster control.” It is felt that making it a legal business 
removes its association from the limbo of crimes and sub- 
versive activities. Prohibition in America is used as an 
illustration to show how, when and where the sale of 
liquor became illegal, gangsters immediately took control 
and how gangster control disappeared when it became a 
legal activity. 

COMMENT 

Having studied the medical and police rules under 
which legalized prostitution functions in Leghorn, it is 
now essential to examine the system in action, i. e., how 
the rules work out in practice. If legalized, regulated pros- 
titution prevents venereal disease, if it protects chastity, 
and if it divorces prostitution from gangsterism, then it 
is an important contribution to human welfare. But is that 
the actual case? These are the facts. 

The statement that legalized prostitution minimizes 
venereal disease is completely untrue, as my records 
show that 80% of all cases of venereal disease in soldiers 
were contracted in houses of prostitution. In addition, six 
separate soldiers positively identified their contacts in 
these houses, but each of these women was allowed to 
continue to work. The explanation for this state of affairs 
lies in the peculiar interpersonal relationship between the 
police and medical officers. The vice squad agent accom- 
panied each of these soldiers to the houses of prostitution 
where they claimed they received their exposure and 
studied the medical records of the girls denounced. In 
every case, the girl had received a physical examination 
and a cervical and urethral smear either that same day or 
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the day before the soldier had his exposure, and each of 
these girls had been found free of venereal disease. The 
initialing by the doctor, according to the police agent, 
proved that the girls did not have venereal disease, but 
that the soldiers must have been exposed elsewhere and 
were protecting these other women. When the vice squad 
agent was requested to suspend the girls from work, he 
stated that he did not have the authority to do so and that 
if he did he would offend the doctor who performed the 
examinations and probably be in trouble himself. How- 
ever, he promised to report these cases to the doctor. In 
the meantime, the women continued to work. To my 
knowledge, no case contact has ever been put out of 
action as a result of case contact follow-up by the Army 
office of preventive medicine and venereal disease con- 
trol. 

How can such apparently conflictory data occur? It is 
all due to the illogical medical basis upon which licensed 
prostitution stands. It is a basis completely contradictory 
to the following known medical facts: that venereal dis- 
ease in a woman is extremely difficult to diagnose; that 
often women with known pelvic inflammatory disease 
have negative smears; that many women who have had 
intercourse with men with venereal disease and trans- 
mitted it have negative smears; that smears when inade- 
quately stained or improperly procured are routinely read 
as negative; and that the diagnosis of intracellular Neis- 
seria is not a simple procedure but one subject to many 
pitfalls depending on the experience of the microscopic 
examiner. 

Medical inspection of prostitutes, even when per- 
formed with the utmost scrupulousness and honesty, can- 
not determine with even reasonable accuracy the infectiv- 
ity of a prostitute. This being the case, any certification 
as to freedom from communicability of venereal disease 
in a prostitute is meaningless and gives a sanctified cloak 
to this business that is quite misleading. In fact, the un- 
suspecting tyro, who hears that the prostitutes are “meu- 
ically O.K.’d” may require just this to remove the brakes 
of fear that may otherwise have stopped him from going 
to a house of prostitution and may, therefore, actually 
encourage venereal disease. The facts from this study are 
irrefutable: 80% of all cases of venereal disease came 
from houses of prostitution; six of the men identified con- 
tacts, and none of them were forbidden to operate. 

The statement that legalized prostitution promotes 
chastity is also untrue. Though I am in no position to 
assess the effect on honest women preyed on by men 
seeking sexual adventure, I have statistics on the venereal 
disease occurring in members of our command. As part 
of the larger study of all the aspects of venereal disease 
in this command, certain facts emerged: Venereal disease 
in this command was a disease of the young, the inexperi- 
enced, the first offender, the soldier new in the Army 
away from home. Statistics show that the youngest indi- 
viduals reported with venereal disease were 19 years of 
age. There were three men in this group. The oldest indi- 
vidual with venereal disease was 25 years old. All other 
individuals fell between these two extremes. The mean 
age of the soldier with venereal disease was 21.5 years. 
One-fifth of the individuals with venereal disease were 
privates; two-fifths were privates first class; the remain- 














Vol. 158, No. 1 


ing two-fifths were corporals and sergeants. Of the ser- 
geants, one was the oldest man in the group. Venereal dis- 
ease occurs predominantly in men of the lower grades. 
There was only one individual in the entire group of 15 
who had had venereal disease before. Venereal disease 
here occurred in the inexperienced. Is this evidence to 
support the argument that licensed prostitution promotes 
chastity? Or does it rather point to the fact that most 
young boys away from home environment in a foreign 
country when being subjected to licensed flourishing 
prostitution have decided “‘to try it?” These are not men 
who are separated from their wives and/or who have 
developed regular sexual patterns that they find difficult 
to break. Only two of the group were married. Twelve of 
the group had never been in a house of prostitution be- 
fore; two of these had never even had intercourse before 
the time that brought them venereal disease. Licensed 
prostitution does not promote chastity. 

The third argument, that legalized prostitution sepa- 
rates prostitution from gangsterism, I am unable to com- 
bat with the facts available. However, it has been stated 
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quite openly by the police that a large portion of all 
houses of prostitution in Italy are controlled by a well- 
known deported gangster. In any case, this certainly 
would be feeble excuse by itself for encouraging legalized 
prostitution. 

SUMMARY AND CONCLUSIONS 


The method of operation, police control, and medical 
control of houses of prostitution in Leghorn, Italy, were 
studied to medically evaluate a system of legalized prosti- 
tution. Police control is rigid, but medical control is in- 
adequate, although each prostitute is examined every 
second day. This inadequacy is due to the difficulty of 
diagnosing venereal disease in women. The arguments 
by the proponents of legalized prostitution that it pro- 
tects chastity and insures protection against venereal dis- 
ease have been proved untrue by this study. There is 
insufficient evidence to evaluate a third argument, that 
legalized prostitution separates prostitution from gang- 
sterism, although it is thought that many houses of pros- 
titution are under gangster control. 
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RECENT ADVANCES IN SURGICAL MANAGEMENT OF 
CHROMOPHOBE TUMOR OF PITUITARY 


Elisha S. Gurdjian, M.D., John E. Webster, M.D., Frederick R. Latimer, M.D., Sander P. Klein, M.D. 


James E. Lofstrom, M.D., Detroit 


Recent progress in the management of chromophobe 
tumors of the pituitary gland includes: (1) recognition 
of the endocrine deficiency and its correction in prepara- 
tion for and subsequent to surgical treatment; (2) im- 
provement in surgical techniques with a decrease in 
operative mortality rates; and (3) possibility of the use 
of greater doses of radiation therapy. This paper deals 
with observations made on patients with chromophobe 
tumors of the pituitary who were treated surgically during 
the past 18 years. In 38 patients treated surgically, there 
was a mortality rate of 16.8%, but, in the last 18 con- 
secutive patients on whom operations were performed, 
there was a mortality rate of 5.5%. This mortality rate 
can undoubtedly be lowered with better preoperative 
study and preparation for operative intervention. Essen- 
tially the same precautions must be taken in patients with 
parapituitary and suprasellar lesions. In this group, sim- 
ilar endocrine deficiencies, the correction of which may 
be crucial for a successful result, may be present. 


MATERIAL 


Of the 38 patients in this study, 17 were females and 
21 were males. There were three patients under the age 
of 20 (11, 18, and 19) and two between 21 and 30. 
The majority were between the ages of 30 and 50. There 
were 13 patients between the ages of 31 and 40. Nine 
were between the ages of 41 and 50, and there were 
eight patients between 51 and 60. Three patients were 
over 60. The most important reason for the neurosurgical 
consultation was a visual disturbance. Thirty-six of 38 
patients had definite involvement of vision, and in 7, 





there was almost complete blindness on the one side 
with a temporal field loss on the opposite side. Twenty- 
four patients had bitemporal hemianopsia. Two patients 
had homonymous hemianopsia, and one had a unilateral 
temporal hemianopsia. In two there was diplopia. Head- 
ache was a complaint made by about one-half of the 
group. Fifteen patients had frontal headaches. In addi- 
tion, temporal headaches were present in six patients; 
however, headache was often not a serious complaint. 

Sexual disturbances with loss of the libido and dis- 
turbances of the menstrual cycle were encountered in 
about 75% of this group. Four patients never had had 
any menses. Five of the group had associated chromo- 
philic abnormalities shown by the presence of acral 
growth, i. e., prominent malar bones and increase in the 
size of the hands, fingers, and feet. Slightly yellowish skin 
with soft texture and fine, soft hair with some sparsity 
in the genital and axillary region was noted in fully 60% 
of the patients. Two in the group had actual lack of 
skeletal growth, suggesting hormonal stunting of the 
growth. Two were hospitalized for head injuries, and one 
had a forearm fracture. Both were found to have evidence 
of pituitary growths that were proved to be chromophobe 
tumors. One patient had uncinate fits, in this case caused 
by an extrasellar growth of the tumor in the temporal 
lobe next to the uncal area. 





From the Wayne University Neurosurgical Service, Grace Hospital, 
and the Receiving Hospital. 

Read before the Section on Nervous and Mental Diseases at the 103rd 
Annual Meeting of the American Medical Association, San Francisco, 
June 24, 1954. 

This investigation was aided by a grant from the Kresge Fund. 
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Preoperative diagnostic studies included survey roent- 
gen studies of the skull, visual acuity and field studies, 
pneumoencephalography, ventriculography, and angiog- 
raphy. A deepening of the sella turcica with destruction 
of the posterior and anterior clinoid processes was seen 
in 35 of the 38 patients. Angiography has been used dur- 





Fig. 1.—Anteroposterior (A) and lateral (B) views of angiogram showing 
a distinct mass compressing the carotid and the anterior cerebral arteries. 


ing the past 30 months almost exclusively, and 12 angio- 
grams with 10 studies that showed abnormalities have 
been obtained. Typically, the anterior cerebral artery is 
bowed and stretches over the mass, as is shown in figure 
1. In the anteroposterior view and in the lateral view, 
one can also see a bowing of the anterior cerebral artery 
caused by the presence of the tumor that pushes it back- 
ward so that the concave bow is posterior to the convex 
tumor mass. 

Pneumoencephalography was used in eight cases, with 
abnormal results obtained in seven. Two abnormal ven- 
triculograms were obtained in three cases. Pneumoen- 
cephalography, if tolerated, is somewhat preferable to 
ventriculography, since the cisterna chiasmatica if visual- 
ized should show the tumor. At times the tumor may be 
so large that it causes extensive involvement of the 
cisterna chiasmatica and the cisterna interpeduncularis. 
In three cases, both angiographic and pneumoencephalo- 
graphic studies were carried out. In two, both studies 
were abnormal, and, in one, both studies were normal. 
In the presence of a ballooned sella turcica with evi- 
dences of destruction of the posterior clinoid processes 
and the floor of the sella turcica associated with bi- 
temporal hemianopsia, a diagnosis of a pituitary tumor 
is reasonable. Angiography in such patients is well tol- 
erated and will delineate the relationship of the blood 
vessels to the tumor mass. This may be of importance 
when surgery is to be used. 

In the more recent cases, detailed laboratory studies 
included the evaluation of the basal metabolic rate. This 
was usually found to be moderately low (—15 to —35% ). 
Glucose tolerance tests frequently showed a rise in 
blood sugar after the ingestion of glucose and a drop 
after a period of several hours to a level somewhat 
lower than the one initially recorded. In a few in- 
stances, a rise after the ingestion of glucose was sustained 
for several hours, with the eventual level being definitely 
higher than previously (diabetic curve). Blood chemistry 
studies, including those for potassium, chlorides, and 
sodium, were usually found to be within normal limits. 
Blood cholesterol levels, in some instances, were some- 
what higher than normal, and this is probably related 
to deficient thyroid function. Studies of 17-ketosteroid 





J.A.M.A., May 7, 1955 


excretion were done in 12 patients, and a significant 
reduction in the level of 17-ketosteroid excretion in 
specimens taken at 24 hour intervals was recorded in 
the majority of these patients. A lowering of the eosin- 
ophil count occurred after administration of corticotropin 
(ACTH) in all instances in spite of serious target organ 
deficiency. Laboratory studies showed the necessity for 
replacement with corticotropin or cortisone, desiccated 
thyroid extract, and the gonadal steroids. 


OPERATIVE FINDINGS 


At operation, a tumor mass between the optic nerves 
and the optic chiasm with compression of these structures 
was found. The capsule of the tumor was usually red- 
dish-brown and contained soft, jelly-like material, brown- 
ish-black fluid, or solid tumor tissue. There were 21 cases 
of solid tumors and 17 instances of cystic masses contain- 
ing jelly-like material or brownish-black fluid. Excision 
consisted of opening the tumor mass and removing jelly- 
like material or liquid contents where present. In the solid 
variety, a portion of the tumor was removed for biopsy 
and the operation was terminated after the optic nerves 
and the optic chiasm were decompressed. In one instance, 
the optic nerve on the left side was sectioned for better 
exposure of the tumor mass. This patient had been blind 
in the left eye for two years before operation. In seven 
instances, there was an extensive extrasellar extension 
of the tumor mass in the adjoining temporal and frontal 





Fig. 2.—Visual fields before (above) and after (below) operation in 
patient with chromophobe tumor. There is marked improvement in the 
bitemporal hemianopsia after operative removal of a cystic tumor. 


lobes. Three of these patients had a homonymous hemi- 
anopsia and were almost completely blind on the affected 
side. The tumor mass was reddish-brown and was quite 
soft. In some places it was cystic, in others it contained 
a jelly-like material, and in still others it was solid in con- 
sistency. In some cases, part of the temporal lobe was 
sacrificed in order to expose the area satisfactorily. In 
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one patient, with an extrasellar growth into the temporal 
lobe on the right side, there was a history of uncinate 
fits. In another in whom the temporal lobe had to be 
sacrificed to expose the tumor mass more adequately, 
there was a maniacal state postoperatively. The patient 
recovered in two months. In 17 cases, roentgen therapy 
was used after operation. In one it had been used before 
operation unsuccessfully. In 13 cases, no postoperative 


LE. RE. 


Sa 
BOOT 
pel ol Se ot 


fest 


me 


Ge 


/ 








Fig. 3.—Visual fields before and after operation in patient with marked 
improvement in the temporal field after removal of a cystic tumor. 


roentgen therapy was used. The operative findings dic- 
tate the necessity for additional radiation therapy. In 
the presence of a solid tumor, additional roentgen therapy 
has been used. Where a cystic tumor was found at opera- 
tion, especially the kind with only liquid contents, the pa- 
tient was not given roentgen therapy. There have been 
seven patients operated on for a recurrence of the tumor. 
All but one had both surgical and radiation therapy. One 
patient who originally had a cystic tumor was found to 
have a solid tumor at the second operation six years later. 


The results in this series have been satisfactory. There 
were six deaths in the 38 patients on whom operations 
were performed. Two others have died since leaving the 
hospital. In all, there were 45 operations performed on 
the 38 patients. In the last 18 patients on whom opera- 
tions were performed, there has been only one death. The 
visual acuity usually improved markedly on the side of 
the less affected eye (fig. 2,3, and 4). Although the form 
field improved in patients with severe visual disturb- 
ance on the one side, the visual acuity was not particularly 
improved in the eye most seriously involved. In eight 
patients, there has been useful vision for 12 to 18 years 
(fig. 4). There has been marked improvement in the 
visual field of 19 patients who suffered from bitemporal 
hemianopsia. Three patients have had grand mal seizures 
that are well controlled by anticonvulsant therapy. Three 
patients have been unable to work. 
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In the present-day postoperative management of chro- 
mophobe tumors, replacement hormonal therapy is used. 
Thyroid and the sex steroids are also used when needed. 
Corticotropin is the drug of choice for adrenal insuffi- 
ciency, and, in those with little endocrine deficiency, 
cortisone is used. Repeated visual field studies and exami- 
nations at specified intervals are indicated in the post- 
operative management of the patient. In the table the 
pretreatment condition of the patients, the replacement 
therapy used, and the post-treatment status are given 


EVALUATION OF ENDOCRINE STATUS 

The pituitary gland secretes at least four hormones, 

i. e., growth, thyrotropic, adrenocorticotropic, and gon- 
adotrophic. In the presence of a chromophobe tumor, the 
secretory cells are affected, resulting in a diminution of 
hormone production. As a result, shortness of stature is 
seen in a growing person, while the adult will manifest 
evidences of deficient thyroid, adrenocortical, and gon- 
adal function. The signs and symptoms of these deficien- 
cies, often typical and well described, may sometimes be 
minimal and may thus be overlooked. Laboratory studies 
become necessary in assessing the amount of deficiency 
present. The role of the adrenal cortex in protecting the 
organism in stress has been well documented. The im- 
portance of recognizing the person with impaired adreno- 





Fig. 4.—Visual fields two months before operation and 13 years after. 
This patient was blind in the right eye at the time of operation and had 
very little visual activity in the left eye. A fair field has been sustained 
in the left eye all these years. 


cortical reserve is only recently receiving emphasis in 
the surgical literature. A chromophobe tumor resulting 
in a partial destruction of the pituitary gland allows the 
production of some adrenocorticotropic hormone. This 
may be sufficient to enable the patient to meet the ordi- 
nary life situations but not to meet the stress of an intra- 
cranial operation; therefore, before operation a critical 
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evaluation of the patient’s resources must be made. After 
operation, care must also be taken to maintain those re- 
serves involved in meeting the stress of surgery. 

In evaluating the patient’s endocrine status from the 
laboratory viewpoint, several procedures have been found 
to be the most practical. Although most physicians must 
operate in institutions that do not have endocrine research 
facilities, the necessary tests are readily available in most 
general hospitals. Services of an endocrinologist are most 
helpful. Only one type of pituitary hormone is routinely 
determined at the present time, the urinary gonadotro- 
phins. Normal levels are found in the postadolescent 
period, while elevated levels are found after menopause. 
Significant destruction of the pituitary results in low levels 
or absence of the hormone. Although determination of 
the level of urinary gonadotrophins is helpful, it is a 
technical procedure rarely necessary. Amounts of other 
pituitary hormones may be best determined by evaluating 
the function of their target glands, i. e., the thyroid, the 
adrenal cortex, and the gonads. The basal metabolic rate, 
protein-bound iodine, radioactive iodine, and serum cho- 
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however, the transfrontal exposure is more commonly 
used in dealing with a tumor in the vicinity of the pitu- 
itary. Pituitary tumors involving the intrasellar region 
have been successfully treated by surgery, with low 
mortality rates; however, a state of pituitary shock has 
been remarked on by Frazier and others as an important 
unpredictable cause of deaths. Since, in most instances, 
the goal of treatment is to prevent blindness, this threat 
of surgical mortality has in the past encouraged conserva- 
tism and the use of radiation therapy instead of surgical 
treatment. Particularly in operations performed after ex- 
trasellar extension of the growth, mortality rates have 
ranged from 33 to 37.9%.? 

Newer knowledge of endocrine functions as outlined 
has explained the “shock” syndrome involved in pituitary 
gland surgery as the result of an adrenal depletion state in 
hypopituitarism. This deficiency may now be measured 
preoperatively and corrected to permit the patient to 
survive the stress of a small transfrontal craniotomy with- 
out unforeseen events. Advances in the technique of neu- 
rosurgery have now insured the safety of opening the 


Status of Patient Before and After Treatment According to Therapy Given 





Pretreatment Insufficiency 


Case ooo 
No. Adrenal Thyroid Gonadal Replacement Therapy 
1 None None None None 
2 3+ 2+ 4+ Cortisone, thyroid, testosterone 
pellets 
3 3+ None 3+ Corticotropin, testosterone pro- 
pionate 
4 8+ Boe 38+ Corticotropin, thyroid 
5 3+ 2 3+ Corticotropin, thyroid 
6 2+ 3+ 3+ Corticotropin, thyroid 
7 3+ 38+ 44 Cortisone, thyroid, testosterone 
propionate 
8 2+ 3+ 3+ Corticotropin, thyroid 
9 4 2+ 44+ Corticotropin, thyroid, testos- 
terone propionate 
10 44 3+ de Corticotropin, thyroid, testos- 


terone propionate 


Post-Treatment State 
Good response; asymptomatic; production worker 
Excellent response; asymptomatic; teacher 


Good response; died because of hemorrhage into tumor 


Excellent response; asymptomatic; housewife 
Good response; production worker in factory 
Good response; housewife and mother 
Excellent response; retired 


Excellent response; housewife; recently re-wed 
Excellent response; architect 


Excellent response; returned to work as plant guard; died of 
myocardial infarction after 10 months 





lesterol studies will indicate thyroid function. Measure- 
ment of the urinary 17-ketosteroids, 1 1-oxy-ketosteroids, 
and serum electrolytes, the glucose tolerance test, and 
the Kepler water test will indicate adrenocortical func- 


tion and, in turn, the pituitary adrenocorticotropic func- ° 


tion. Gonadal function may be judged from the history 
and semen analysis in the male and from vaginal smears 
and the excretion of urinary estrogens and pregnanediol 
in the female. 

TREATMENT 


In the surgical treatment of chromophobe tumors, two 
methods of approach have been used. The transphenoidal 
approach was used earlier and is still used by Hirsch *; 





1. Hirsch, O.: Symptoms and Treatment of Pituitary Tumors, A. M. A. 
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2. (a) Horrax, G., and others: Chromophobe Pituitary Tumors: Treat- 
ment, J. Clin. Endocrinol. 12: 631-641, 1952. (b) Bakay, L.: The Results 
of 300 Pituitary Adenoma Operations (Prof. Herbert Ovivecrona’s Series), 
J. Neurosurg. 7: 240-255, 1950. (c) Henderson, W. R.: The Pituitary 
Adenomata: Follow-Up of Surgical Results in 338 Cases, Brit. J. Surg. 
26: 811-921, 1939. (d) Grant, F. C.: Surgical Experience with Tumors of 
the Pituitary Gland, J. A. M. A. 136: 668-672 (March 6) 1948. 

3. Dyke, C. G., and Hare, C. C.: Roentgen Therapy of Pituitary 
Tumors, A. Res. Nerv. & Ment. Dis., Proc. 17: 651-664, 1936. 

4. Davidoff, L. M., and Feiring, E. H.: Surgical Treatment of Tumors 
of the Pituitary Body, Am. J. Surg. 75: 99-136, 1948. 

5. Sosman, M. D.: Irradiation in the Treatment of Pituitary Adenomas, 
Proc. Interstate Postgrad. M. Assembly North America, St. Louis, Oct. 15, 
1937, pp. 18-21, 239-245. 

6. Kerr, H. D.: Irradiation of Pituitary Tumors: Results in 50 Cases, 
Am. J. Roentgenol. 60: 348-359, 1948. 


skull, retracting the brain, and decompressing the optic 
system involved by neoplastic tissue. Patients with ex- 
tensive projection of the tumor outside of the sella turcica 
will always be problems. The possibility not only of 
pituitary insufficiency but also of hypothalamic damage 
makes these patients serious surgical problems. Possibly 
a more conservative policy could be used in this class, 
with exposure and biopsy of the lesion, with provisions. 
for a decompression, in some cases, by a ventriculocis- 
ternal intubation. 

Radiation therapy has been used since 1907. Some 
authors have shown that this method is successful in 30 
to 60% of the cases. Dyke and Hare * have reported 26% 
improvement, Davidoff and Feiring* 42%, Sosman °® 
50%, Horrax *» 60%, and Kerr ®° 70%. Kerr states that 
larger doses in the range of 3,500 to 4,000 r result in 
a more satisfactory outcome. It must be emphasized that 
such doses involve not only tumor cells but also the 
normal cells of the anterior lobe of the pituitary com- 
pressed by the tumor. Important damage may thus result 
from radiation on the residual normal tissue. A hypopitu- 
itary state may be advanced by radiation. It is therefore 
important to study the patients who have been given radi- 
ation therapy for hypopituitarism, both before and after 
such treatment, and to administer replacement therapy 
as indicated. 
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In the management of chromophobe tumors, we have 
used the following plan. After study of the visual fields 
and target organ abnormalities, angiography is used to 
note the extent of tumor growth and its relation to the 
surrounding tissues, particularly the vasculature. In prep- 
aration for operation, the drug of choice is corticotropin. 
This is more physiological than cortisone, since it stim- 
ulates the entire adrenal cortex. One begins by adminis- 
tering 10 units of corticotropin gel intramuscularly every 
six hours. If no clinical response is obtained in three days, 
the dose is increased to 15 units administered at the same 
intervals. If a total dose of 200 units of corticotropin 
produces no favorable response, the adrenal glands must 
be considered atrophied and replacement therapy with 
cortisone or hydrocortisone should be carried out. In 
addition to corticotropin, thyroid deficiency should be 
corrected with desiccated thyroid. Testosterone is of 
value for its protein anabolic effect and should be used 
in both sexes preoperatively, particularly when the pro- 
tein stores have been depleted. The patient is then op- 
erated on, the tumor being exposed by transfrontal ap- 
proach. In the presence of a cystic tumor, the cyst is 
opened and the contents are carefully excised. At best 
only a subtotal excision can be accomplished, since com- 
plete excision would also injure the remaining pituitary 
tissue. After operation, replacement therapy is continued, 
and the visual fields are checked at regular intervals. If 
a solid tumor is encountered, postoperative radiation 
therapy is also used. In the presence of deterioration of 
the visual fields, there may have been recurrence and 
surgical intervention or further radiation therapy may be 
advised. Replacement therapy for hypopituitarism and 
target organ abnormalities should be continued as 
needed. In the management of these patients, teamwork 
between internist and surgeon is of inestimable value. 

It is well known that many patients with chromophobe 
tumors may live for several decades. The possibility that 
regression may spontaneously occur in some cases has to 
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be considered. In several of our patients, the size of the 
pituitary fossa has not increased over a period of 14 years. 
This may possibly be due to the fact that the growth 
continues unabated in an extrasellar position, but there 
is also a good possibility that the tumor, after certain 
activity, becomes quiescent or regresses. Although the 
chromophobe tumor has been the subject of this paper, 
it should be pointed out that essentially the same plan 
of approach is used in the preparation for operation of 
patients with tumors of the parapituitary and suprasellar 
region. In this class of patient, hypopituitarism and in- 
volvement of the hypothalamicopituitary mechanisms re- 
sult in deficiencies that should be corrected preoperatively 
for a more successful outcome. The postoperative man- 
agement of this class of patient by replacement therapy 
is also indicated. 


SUMMARY AND CONCLUSIONS 


Surgical treatment of chromophobe tumors of the 
pituitary gland is more successful with the utilization of 
the newer knowledge pertaining to the endocrine defi- 
ciencies in hypopituitarism and its treatment preopera- 
tively and of replacement therapy postoperatively. In the 
presence of a cystic tumor, operative excision alone is 
used, while, in the presence of a solid tumor, additional 
radiation therapy is used postoperatively. Neurosurgery 
is indicated in the management of chromophobe tumors 
in those instances where there are signs of compression of 
important structures. In some instances, angiography and 
air studies can be used to show the extent of the tumor 
mass. Surgery with preoperative preparation can be ef- 
fectively used, since danger from pituitary “shock” is not 
so great when replacement therapy is used to counteract 
the stress of the operation. Replacement therapy is also 
indicated, after surgery or radiation, by careful clinical 
evaluation and repeated examination of the blood and 
other pituitary and target organ abnormalities. 

1553 E. Woodward Ave. (26) (Dr. Gurdjian). 





ROLE OF GASTRIC SECRETIONS IN ACTIVATION OF PEPTIC ULCERS 
BY CORTICOTROPIN (ACTH) 


Basil 1. Hirschowitz, M.D., M.R.C.P., David H. P. Streeten, D. Phil., M.R.C.P., H. Marvin Pollard, M.D. 


Henry A. Boldt Jr.,.M.D., Ann Arbor, Mich. 


In spite of the well-documented reports that adminis- 
tration of corticotropin (ACTH) stimulates the gastric 
secretion of acid and pepsin and may be complicated by 
the development or reactivation of peptic ulcer,’ it does 
not necessarily follow that the increased secretion is the 
cause of the ulceration. The possibility, therefore, still 
exists that while adrenal stimulation by corticotropin 
undoubtedly can produce an increased secretion of acid 
and pepsin, it may also in some way interfere with the 
natural defenses of the gastric and duodenal mucosa 
against the digestive action of the gastric juices. The 
hypothesis that increased secretion of acid and pepsin 
is the cause of ulcers rests largely upon indirect evidence, 
such as the presence of increased gastric secretion of 


hydrochloric acid and pepsin and excessive urinary ex- 
cretion of pepsinogen (uropepsin) in patients with long- 
standing duodenal ulcers. There is as yet no conclusive 
evidence to show that the development or exacerbation of 
peptic ulcers in man is actually preceded by elevated lev- 
els of pepsin or of hydrochloric acid in the gastric juice. 
The object of this paper is to describe the effects of 
corticotropin on gastric secretion in normal subjects. Our 
findings in these subjects were very similar to those pre- 
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viously described.** During the course of the investiga- 
tion, one of the subjects developed an exacerbation of a 
duodenal ulcer. Since repeated gastric analyses and other 
investigations were performed before, during, and after 
the onset of ulcer symptoms, these studies presented an 
unusual opportunity of assessing the significance of the 
gastric secretions in the origin of duodenal ulceration, at 


10.0] W 
GASTRIC JUICE VISCOSITY 


95 

VISCOSIM~- 
ETER 
00)22.on : 
READINGS : 5 | Q 
; A > a. , 

85 a / 

CSECONDS} . | a 





/ 7 


| 4 
/ ua 
























80 fom 
ti : 
K- : - By 
75|waTER? ¢ 
Y < 
70 ” 
Wh MLMELE 
” OO ACTHIDAY 
> 2-7 +23 45 


SS ee 


Fig. 1.—Effect of corticotropin on gastric juice viscosity. Subject K 
developed evidence of duodenal ulcer at point of last reading. 


least in this one carefully studied case. The observations 
provided no evidence of an abnormal rise in gastric acid 
or pepsin concentration preceding the ulcer symptoms 
but did reveal a fall in the viscosity of the gastric juice. 
A striking divergence was also observed between gastric 
secretion of pepsin and urinary excretion of pepsinogen, 
indicating that pepsinogen output in the urine may at 
times be seriously misleading if interpreted as reflecting 
concentrations of pepsin in the gastric juice. 


METHODS 


Gastric analyses comprised aspiration of the fasting 
stomach for four consecutive 15-minute periods after 
reioval of the fasting contents. The gastric juice pH 
was measured by a glass electrode pH meter, free acid 
by titration with sodium hydroxide using Topfer’s in- 
dicator, chloride by silver nitrate titration, and viscosity 
on the supernatant of centrifugalized gastric juice with 
a straight capillary tube. Viscosity results are given as 
the time in seconds taken for the column of fluid to fall 
a fixed distance in the capillary tube. By this method some 
of the readings obtained were smaller than those obtained 
for water (fig. 1). When compared at 37 C to the read- 
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ings in an Ostwald 3 ml. viscometer, those readings at 
or below the level of water were found to be equal to 
those for water; any above that correlated in a linear 
fashion with a K value of 10. The reasons for using the 
straight capillary tube were its convenience and the fact 
that there was a better spread of readings at the lowest 
viscosities. The admixture of bile in moderate amounts 
did not affect the viscosity. The same capillary tube was 
used throughout, and the reading for water was 7.35 
seconds (standard deviation + 0.05 second). 

Urinary and plasma pepsinogen and gastric pepsin 
concentrations were estimated by slightly modified An- 
son * hemoglobin methods to be described in detail else- 
where.* Absolute blood eosinophil counts were performed 
with a phloxine stain.‘ Urinary 17-hydroxycorticoid ex- 
cretion was estimated by the method of Reddy, Jenkins, 
and Thorn,’ and urinary creatinine was measured by the 
method of Bonsnes and Taussky.* Serum sodium and 
potassium levels were estimated on a Baird flame pho- 
tometer using an internal standard. 


RESULTS 


Effects of Corticotropin in Normal Subjects.—Five 
normal male students, aged 19 to 25 years, who had 
normal upper gastrointestinal x-rays before, during, and 
after the study were given 25 U. S. P. units of cortico- 
tropin gel intramuscularly every 12 hours for six days. 
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Fig. 2.—Mean effects of intramuscularly given corticotropin on adrenal 
cortex, gastric juice, and plasma and urine pepsinogen in five normal 
subjects. P.U. = peptic units, Black area indicates 17-hydroxycorticoid 
excretion in milligrams per 24 hours. 


During this time they were on unrestricted diets and were 
given no potassium supplements. The mean results are 
shown in figure 2. An adequate adrenal cortical response 
to corticotropin stimulation was indicated in all subjects 
by a rise in the 17-hydroxycorticoid excretion and a fall in 
the circulating eosinophils. Adrenal stimulation produced 
a distinct fall in the content of visible mucus as well as in 
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ie viscosity of the gastric juice in all subjects. The con- 
sistency of this effect on viscosity is shown in figure 1. At 
ine same time there was a moderate, progressive increase 
in the concentration of pepsin in the gastric juice as well 
as a Slight increase in the mean acid concentration; the 
volume of gastric juice declined somewhat in all subjects. 
While the mean values reflect an increase in the con- 
centrations of both acid and pepsin in the gastric juice, 
the increase of acid was observed in only three—all 
initially low acid secretors—of the five subjects and the 
increase of pepsin concentration in only four of the five. 
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estimations were done on the gastric juice at that time. 
Gastric antrum motility tracings were normal. There was 
no history of any significant dyspepsia, but gastrointes 
tinal x-rays were not obtained before the study. Physical 
examination was entirely normal. 

The subject was studied for a control period of five 
days, during which two fasting (basal) gastric analyses 
showed low normal acid and pepsin concentrations that 
were associated with consistently low normal daily as- 
says of plasma pepsinogen concentrations and urinary 
pepsinogen excretion (fig. 3 and table). He was then 


Observations on Subject in Whom Corticotropin Produced an Ulcer Exacerbation 
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droxy- Plasma Urine Hydro 
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18 0 2.4 236 48.4 ee 3.8 146 7.3 174 
19 0 2.4 152 49.3 167 £8 142 54 93 1,534 9.2 79 65 7.8 
20 50 9.0 154 48.5 169 5.1 138 7 206 
21 5O 20.8 140 50.5 170 142 16.6 154 one _— as 
22 50 18.5 102 47.1 174 nie 143 fe 158 1,987 26.2 121 137 7.4 
23 50 21.3 214 45.5 175 3.6 134 18 210 
Exacerbation 
24 0 64 84 43.9 175 3.5 142 12.2 206 1,050 16 127 1,050 7.0 
25 0 < 0.1 292 45.3 174 3.8 138 16.4 222 887 30 92 250 
26 0 6.0 392 50.6 171 4.8 158 19 19 1,366 41 1l4 139 11.1 
27 0 4.5 124 D2 171 151 21.6 580 _— wee : 
28 0 5.3 112 49.2 170 162 101 935 41 0 113 4s 
29 0 0.1 146 50.0 169 ee 144 77 1,112 
30 0 7.6 124 48.7 ire 3.9 156 78 780 
31 0 1.2 wae euie nr 4.1 31 565 
April 1 0 1.1 100 oese 930 we ; ‘ , aad 
2 0 29 és pen - 3.6 135 47 ROD 115 0 57 117 12.4 
3 0 <01 1,230 
14 0 < 01 75 790 0 8 go 
21 0 3.2 ) 680 ‘ae 0 3 ‘ 
May 5 0 <0.1 36 472 47 0 103 s 8.5 
14 0 3.4 2 264 197 0 8 124 
19 0 < 0.1 of 670 109 0 ‘ 15.8 
26 0 < 0.1 »g 380 03 0 r 
31 0 —_ 35 428 8] 0 68 
Sept. 25 0 ove 156 98 0 65 10.1 
Oct. 8 0 24 104 117 0 





Because of the observed fall in the volume of gastric 
secretions in all subjects, the absolute amounts of both 
acid and pepsin secreted remained relatively constant 
throughout the study. The plasma pepsinogen concentra- 
tion showed no significant change. The excretion of pep- 
sinogen in the urine, which was constant in the control 
period, rose steeply on the first day of administration of 
corticotropin and remained at approximately the same 
high levels throughout the period of hormone administra- 
tion, falling to control levels immediately after discon- 
tinuation of therapy with the drug (fig. 2). 


Exacerbation of Ulcer by Corticotropin.—The sixth 
subject investigated, who developed an exacerbation of a 
duodenal ulcer while receiving corticotropin, was a 19- 
year-old student (shown as K in figure 1) of average 
stature (71 in. [180 cm.]) and asthenic build (167 Ib. 
(75.7 kg.]). In the preceding four months he had vol- 
unteered for several gastric secretory and motility studies 
in which he had shown no abnormality in volume or in 
the hydrochloric acid content of his gastric juice, either 
fasting or after stimulation with alcohol, but no pepsin 





given 25 U.S. P. units of corticotropin gel every 12 hours 
by intramuscular injection for eight doses. This treatment 
produced a marked rise in the daily excretion of 17-hy- 
droxycorticoids in the urine but only a slight fall in the 
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Fig. 3.—Course and Progress of subject K in whom corticotropin pro- 
peptic units. 


duced an ulcer exacerbation. P.U. 
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blood eosinophil count. On the third day of corticotropin 
administration, gastric analysis showed a moderate in- 
crease in hydrochloric acid and chloride concentrations 
and a slight increase in pepsin concentration. The vis- 
cosity of the gastric juice, which was low to start with, de- 
clined even further. There was a slight increase in volume 
of gastric juice. Daily pepsinogen estimations showed a 
slight rise in plasma pepsinogen concentration during the 
period of corticotropin administration but no change in 
urine pepsinogen excretion. 

About 90 hours after corticotropin administration was 
started the subject felt unwell and complained of cramp- 
ing epigastric pain, nausea, vomiting, and profuse saliva- 
tion. Physical examination revealed an ill-looking subject 
who had epigastric tenderness and a distended stomach 
in which a succussion splash was easily obtained, al- 
though he had not eaten for 12 hours and had been vomit- 
ing. Gastric aspiration for one hour produced 1,050 ml. 
of bile-stained fluid of very low viscosity, with lower acid 
and pepsin concentrations than had been found in the 
gastric analysis two days before. After the onset of symp- 
toms no further corticotropin was given to this subject, 





Fig. 4.—A, postbulbar duodenal ulcer exacerbated by corticotropin. B, 
normal duodenum 23 days later. 


and the only treatment instituted was a bland diet. Symp- 
toms and abnormal physical findings gradually dimin- 
ished over the next five days. On the third day after the 
onset of symptoms an upper gastrointestinal x-ray re- 
vealed an ulcer in the postbulbar portion of the duodenum 
(fig. 44). There were radiating folds around the crater, 
and these suggested that the ulcer had been present for 
some time, almost certainly antedating the period of cor- 
ticotropin administration. Further gastric analysis on the 
second and third days after the onset of ulcer symptoms 
showed an increase in hydrochloric acid concentration, 
a reduced but still high volume, and little change in pepsin 
concentration. A sharp increase in viscosity as well as a 
return of visible mucus was noted in these and subsequent 
gastric analyses. On the fourth day after symptoms started 
the gastric juice contained no acid and practically no 
pepsin. 

Urinary excretion of pepsinogen, which had shown no 
change during corticotropin administration, remained 
constant until the fourth day after the onset of symptoms, 
when a steep increase to about three times the previous 
levels occurred, and the output almost doubled again in 
the next two days. A similar steep increase in plasma 
pepsinogen to about five times the previous concentra- 





7. Baker, B. L.: A Comparison of Histological Changes Induced by 
Experimental NHyperadreno-Corticalism and Inanition, Recent Progr. 
Hormone Research 7: 331-373, 1952. 
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tion occurred on the fifth day after symptoms had com- 
menced. It is strikingly evident from figure 3 that these 
increases occurred at the time when pepsin had almost 
disappeared from the gastric juice. The further course of 
the illness in this subject is summarized in figure 3. He 
became asymptomatic on the fifth day after symptoms 
had first appeared and has remained so since (i. e., for 
eight months). X-rays on the 26th and 221st days after 
symptoms showed a normal duodenum (fig. 4B). Re- 
peated basal gastric analyses, indicated in figure 3, showed 
that the gastric contents remained achlorhydric and very 
low in pepsin content, while the viscosity continued to be 
high. Histamine stimulation at seven months produced 
a normal amount of acid and pepsin. In marked contrast 
with the very low content of pepsin in the gastric juice, 
the plasma and urine pepsinogen only gradually declined 
from the extremely high levels and were still in the so- 
called ulcer range 34 days after x-rays had shown the ul- 
cer to have healed and about two months after the last 
ulcer symptoms. At seven months after symptoms both 
urine and plasma pepsinogen were normal. No interven- 
ing specimens were obtained (table). 


COMMENT 


The results of this study have confirmed the observa- 
tions of Gray and co-workers * that corticotropin admin- 
istration increases, though not consistently in our experi- 
ence, the concentrations of both acid and pepsin in the 
gastric juice of normal subjects. In addition we have 
found that corticotropin stimulation ef the adrenal causes 
a profound and consistent fall in the viscosity of the gas- 
tric juice, as well as a decline in the content of visible 
mucus? It is of interest in this connection to note that 
Baker * has described the occurrence of atrophy of the 
mucus glands of the stomach in rats treated with corti- 
cotropin or adrenal cortical steroids. 


Role of Acid and Pepsin in Ulcer Genesis.—The case 
history described here has shown that exacerbation of an 
ulcer may occur without any significant preceding in- 
crease in the secretion of acid or pepsin by the stomach. 
The highest concentrations of acid and pepsin in the gas- 
tric juice were well within the normal range both before 
corticotropin administration (acid, 9 mEq. per liter; pep- 
sin, 1,530 units per milliliter) and on the third day of 
corticotropin administration, only 40 hours before the 
onset of ulcer symptoms (acid, 26 mEq. per liter; pepsin, 
1,990 units per milliliter). Higher concentrations of acid 
and pepsin were seen in our studies in three of the five 
normal subjects described here and in a number of other 
normal subjects whom we have studied and who have had 
no symptoms or x-ray evidence of peptic ulceration. The 
possibility that a further acute rise in gastric acid or pep- 
sin levels took place in the interval of 40 hours be- 
tween the last gastric analysis and the ulcer exacerbation 
cannot be excluded. It is considered unlikely, however, in 
view of the gradual upward slope of the curves of these 
concentrations before the onset of ulcer symptoms and 
the reduced concentrations observed a few hours after 
the first symptoms (fig. 3 and table). The fact that the 
second part of the duodenum, where this ulcer occurred, 
is rarely exposed to unneutralized gastric juice casts fur- 
ther doubt on the importance of changes in gastric acid- 
pepsin in inducing the exacerbation. 
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Further support of this view is derived from an analysis 
of the time relationships between corticotropin adminis- 
tration and ulcer exacerbations or complications in the 
cases described in the literature.’ This analysis shows that 
of the 24 instances reported, 14 occurred within seven 
days of starting administration of corticotropin, 8 of them 
within the first three days; 7 exacerbations were described 
in the second week of corticotropin administration, while 
only 3 occurred after the end of two weeks. Gray and co- 
workers ' have shown that the increases in the acid and 
pepsin content of the gastric juice that occur during the 
first week of corticotropin administration are inconsist- 
ent and relatively slight in magnitude, more pronounced 
increases sometimes being delayed until as late as the end 
of the second or third week. Our own observations have 
also shown that corticotropin elevates the gastric secre- 
tion of acid and pepsin only slightly and inconsistently 
over the space of one week. All of this evidence, there- 
fore, suggests that ulcer exacerbations resulting from cor- 
ticotropin and perhaps also those occurring spontane- 
ously are not preceded or caused by abnormal elevations 
of the acid and pepsin in the gastric contents. The proba- 
bility that increased secretion of acid (and pepsin) is the 
result rather than the cause of duodenal ulceration has 
been suggested by the finding that gastric acid concentra- 
tions and urinary pepsinogen excretion rise progres- 
sively with increasing duration of duodenal ulcers.* 

Role of Gastric Juice Mucus and Viscosity.—The con- 
tent of visible mucus and the viscosity of the gastric juice 
in this subject fell during the administration of cortico- 
tropin. At the onset of ulcer symptoms the viscosity of 
the gastric juice was found to have been reduced to be- 
low that of water by our method (see Methods). A fall 
of this magnitude was not seen in any of the five normal 
subjects who developed no gastrointestinal complica- 
tions (fig. 1). The possibility, therefore, suggests itself 
that the profound fall in gastric juice viscosity and visible 
mucus content observed at the onset of ulcer symptoms 
may have been causally related to the reactivation of the 
ulcer. Mucus has often been considered to have an im- 
portant protective action on the gastroduodenal mucosa,’ 
and the decrease or change in character of the mucus in 
the gastric juice, produced by corticotropin administra- 
tion in this subject, may consequently have rendered the 
duodenal mucosa vulnerable to the digestive action of the 
duodenal contents. 


Place of Urinary Pepsinogen Determinations.—Esti- 
mations of pepsinogen excretion in the urine have been 
used to reflect changes in the gastric secretion of pepsin 
in patients who experienced exacerbations or complica- 
tions of peptic ulcers during corticotropin administration, 
and, in fact, have constituted the main evidence cited as 
proving that increased gastric secretion of pepsin plays 
a causative role in peptic ulcer.’* The patient described 
here showed no change in the urinary excretion of pep- 
sinogen during corticotropin administration, in contrast 
with the invariable rises in urinary pepsinogen seen in the 
other normal subjects who did not develop gastrointesti- 
nal complications during corticotropin administration. It 
was not unti! five days after the first symptoms of the ulcer 
appeared that this subject showed for the first time a 
dramatic increase in urinary excretion of pepsinogen, and 
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this rise in urinary pepsinogen occurred at a time when 
the pepsin content of the gastric juice was falling rapidly. 
A striking divergence between the almost apeptic gastric 
secretions on the one hand and the much elevated urinary 
output (and plasma concentration) of pepsinogen on 
the other was evident in the subsequent course of illness 
in this subject. While pepsin continued to be present in 
only insignificant concentrations in the gastric juice, the 
elevated urinary output of pepsinogen persisted during 
healing of the ulcer and for at least the next two months. 

Such a divergence between gastric and urinary levels of 
pepsin and pepsinogen output indicated that urinary pep- 
sinogen excretion, at least under some circumstances, 
could be a most misleading index of gastric secretion. Even 
under basal conditions, without the administration of 
corticotropin, the relationship between gastric secretion 
of pepsin and urinary excretion of pepsinogen has not 
been finally settled. Thus, while Janowitz and Hol- 
lander '° did find a high correlation between these two 
functions, Varré and co-workers " failed to confirm this 
finding and Mirsky and co-workers ** believed that uro- 
pepsin has only a fortuitous correlation with gastric 
secretions. Our own results, to be reported in detail else- 
where,* have shown that under basal conditions output of 
urinary pepsinogen bears a fairly constant relationship to 
the concentration of pepsin in fasting gastric juice in any 
one individual but that there is no predictable or con- 
stant relationship that holds for all individuals. How- 
ever, under conditions of change, especially that in- 
duced by adrenal stimulation, there is disruption of what- 
ever relationship had previously existed in that sub- 
ject under standard conditions, since the immediate and 
sustained rise of pepsinogen excretion results mainly, if 
not entirely, from renal rather than gastric changes, the 
renal clearance of pepsinogen being greatly increased by 
corticotropin and various adrenal! steroids. The reverse 
holds true when the stomach is stimulated by food,’ 
histamine plus caffeine (in cats) ,’* or by histamine plus 
caffeine in human beings,* all of which cause an increase 
in gastric pepsin secretion without affecting the urinary 
pepsinogen excretion. Changes in urinary pepsinogen ex- 
cretion should, therefore, be interpreted with caution, 
since they by no means always reflect similar changes in 
gastric secretion of pepsin. 

Other Factors.—There is no evidence that any of the 
other findings reported here contributed to the ulcer ex- 
acerbation. The 17-hydroxycorticoid excretion rose as 
expected, although the eosinophils did not show a sig- 
nificant drop. This latter observation agrees with the 
similar finding of subnormal eosinopenic responses in 
subjects with ulcers, reported by Turner.’* Electrolyte 
and other observations, viz., plasma sodium, potassium, 
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and creatinine; urinary volume and creatinine; hemato- 
crit and hemoglobin; body weight and blood pressure, all 
merely reflected the expected (adrenal cortical) effects 
of corticotropin administration. 

Secondary Effects of Exacerbation.—Activation of the 
ulcer was followed by intense vagal activity. There was 
profuse hypersalivation and nausea, and the gastric juice 
was secreted at a very much increased rate, the volume on 
the day after the exacerbation being six times that noted 
two days before. In the first three days after the exacerba- 
tion the total amounts of free acid secreted in one hour 
were 17, 8, and 6 mEq. per hour, compared to 4 mEq. 
per hour before the exacerbation; the total output of pep- 
sin likewise rose from 260,000 units per hour to 1,100,000 
units per hour on the first day of the exacerbation. As the 
volume declined by the third day to normal, the concen- 
tration of free acid rose to its highest peak of 41 mEq. 
per liter. These changes seemed independent of adrenal 
cortical activity but support the theory * that hypersecre- 
tion in ulcers is secondary to the presence of these ulcers. 


Changes Incident upon Healing of Ulcer.—It will be 
noted that the symptoms gradually declined within five 
days of their onset and have not recurred in the following 
eight months. The ulcer was healed on x-ray examination 
and symptomatically at 26 and still 221 days after the on- 
set of symptoms. The disappearance of symptoms was ac- 
companied by several striking changes. The gastric juice 
became achlorhydric and almost devoid of pepsin five 
days after the onset of symptoms and has remained so to 
the time of writing eight months later. Before symptoms 
had subsided the viscosity and visible mucus content of 
the gastric juice increased very strikingly, the increase 
starting on the second day and continuing to date. The pH 
of the gastric juice has varied from 5.5 to 8.45, being 
mostly over 7.0, so that the secretion of the stomach dur- 
ing this time has been mainly of alkaline mucus; at 210 
days histamine stimulation showed that the stomach was 
capable of secreting free acid. 


J.A.M.A., May 7, 1955 


SUMMARY AND CONCLUSIONS 


Administration of corticotropin gel to five normal 
subjects for six days produced an increase in the mean con- 
centrations of hydrochloric acid and pepsin and a consist- 
ent and marked reduction in the viscosity and the content 
of visible mucus of the gastric juice. Urinary excretion 
of pepsinogen (uropepsin) was abruptly increased 
by corticotropin administration and remained at this 
raised level for the duration of corticotropin administra- 
tion, despite the absence of any change in the plasma pep- 
sinogen concentration. An acute exacerbation of a post- 
bulbar duodenal ulcer occurred in the sixth experimental 
subject whose gastric responses were being studied be- 
fore, during, and after the administration of corticotropin. 
In this subject no abnormal rise in gastric acid and pepsin 
or in plasma or urinary pepsinogen levels occurred be- 
fore the ulcer exacerbated after four days of corticotropin 
administration, indicating that excessive peptic activity 
could not be incriminated as the cause of the ulcer or of 
its exacerbation. 

Unusually marked reduction of the viscosity and the 
visible mucus content of the gastric juice preceding the 
ulcer exacerbation and a pronounced increase in viscosity 
and mucus during the subsequent period of healing sug- 
gested that changes in the properties or the rate of pro- 
duction of gastric mucus may play an important part both 
in exacerbation and in healing of peptic ulcers. Shortly 
after the onset of symptoms and during the healing proc- 
ess there was a striking divergence between the steep rise 
in plasma and urinary pepsinogen leveis on the one hand 
and an almost complete disappearance of pepsin (and 
acid) from the gastric juice on the other. This indicated 
that urinary pepsinogen excretion may be very mislead- 
ing when interpreted, as it often is, as an index of gastric 
pepsin secretion in persons receiving corticotropin. 


1313 E. Ann St. (Dr. Pollard). 


14. Turner, F. P.: Eosinophile Responses to Epinephrine and ACTH 
in Peptic Ulcer, Gastroenterology 18: 419-426 (July) 1951. 





MUCOSAL-GRAFTED ILEOSTOMY IN THE SURGICAL TREATMENT OF 
ULCERATIVE COLITIS 


Rupert B. Turnbull Jr., M.D. 


George Crile Jr., M.D., Cleveland 


Ileostomy is the main cause of complications in the 
surgical treatment of chronic, nonspecific ulcerative 
colitis. The principal complication is ileostomy dysfunc- 
tion (obstruction) in the immediate postoperative pe- 
riod. The importance of this complication cannot be over- 
emphasized. In a review of 210 patients undergoing ileos- 
tomy, Warren and McKittrick ' reported that 62% of 
their patients had dysfunction. Of 37 deaths in that series, 
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7 were attributed to dysfunction of the ileostomy and its 
sequelae and 3 others were thought to have been possibly 
related to ileostomy dysfunction. The number of deaths 
from ileostomy dysfunction was second only to the num- 
ber of deaths from peritonitis. Today, with the decreas- 
ing incidence of fatal postoperative peritonitis, it would 
appear that the ileostomy itself constitutes the primary 
postoperative hazard. 

Our experiences with the ileac stoma have led us to 
believe that the construction of the conventional ileos- 
tomy violates a fundamental surgical principle, i. e., the 
vulnerable serosa of the ileostomy is left exposed. In- 
flammatory changes in the projecting ileostomy are evi- 
dent by the seventh postoperative day (fig. 1) and func- 
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onal obstruction ensues. Ileostomy diarrhea, abdominal 
amps, and serious fluid and electrolyte problems are the 
esult of ileostomy dysfunction (obstruction) and have 
been described elsewhere.? In 1953 one of us (G. C.)*° 
suggested that ileostomy dysfunction could be prevented 
by covering the serosa of the newly constructed ileos- 
tomy with a sliding graft of its own mucosa. This was to 
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Fig. 1.—Cross section of an ileostomy. A, normal intestine, day of 
operation. B, massive edema with cellulitis (serositis), seventh post- 
operative day. 


be done at the time of colectomy. In the same report ** we 
presented favorable experience with the mucosal-grafted 
ileostomy. 

TECHNIQUE OF MUCOSAL GRAFT 


Ileostomy and colectomy are performed simultane- 
ously through a left paramesial incision. The ileostomy is 
pulled through an aperture in the right lower quadrant 
that will admit the third finger. A wafer of skin is ex- 
cised, and the fascia and muscle are split longitudinally. At 
least 2 in. of ileum is pulled through. The ileal mesentery 
is fixed to the peritoneum inside the abdomen by two or 
three chromic catgut sutures, and the left paramesial in- 
cision is closed. The mesentery of the protruding ileos- 
tomy is then divided near skin level and ligated (fig. 2A ). 
Figure 2B and C shows the method by which the terminal 
inch of the ileostomy is demuscularized. The circumfer- 
ential and longitudinal incisions through the seromuscu- 
lar layers are best made with dull-pointed scissors, taking 
care to avoid the mesenteric borders. The cleavage plane 
between the circular muscle and submucosa is easily 
found and developed with a gauze sponge. The sero- 
muscular layers will strip off easily unless chronic sero- 
sitis has been present. The mesentery also strips off easily, 
and numerous small perforating vessels are tied with fine 
catgut. The resultant mucosa-submucosal tube is viable, 
since the blood vessels are carried primarily in the sub- 
mucosa. It should be trimmed so that when it is pulled 
down over the ileostomy it will fit snugly (fig. 3). The 
free edge is sutured to the skin edge around the base of 
the ileostomy, and a polyethylene bag *” is applied. The 
ileostomy never is dilated, and tubes or catheters are not 
inserted. There is some traumatic edema for three or four 
days, but no inflammatory changes in the ileostomy are 
‘ound. 
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RESULTS 

Twenty-one patients have been subjected to colectomy 
with mucosal-grafted ileostomy, and the results in those 
cases are compared to those in 15 patients who have un- 
dergone colectomy with conventional ileostomy. In both 
groups nasogastric suction was continued until the fourth 
or fifth day. The amount of parenterally given fluid 
needed postoperatively for a daily output of 1,000 cc. of 
urine was selected as the basis for comparison of the two 
groups. We considered this to be a good index of ileos- 
tomy obstruction, since the partially obstructed ileostomy 
has an excessive flow * and the patient will not make up 
the deficit by oral intake. 

Mucosal-Grafted Illeostomies.—Of the 21 patients 
with mucosal-grafted ileostomies, 5 required fluids par- 
enterally after the nasogastric tube was removed. Three 
of these had acute postoperative micrococcic enteritis, 
making fluids parenterally mandatory for a few days. The 
other two required fluids parenterally on two succeeding 
days: one because of peritonitis from a preoperative per- 
foration of the colon, and the other because of a retroperi- 
toneal lymphorrhea with loss of large amounts of fluid. 
One patient, not requiring fluids parenterally after the 
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Fig. 2.—Method of removing the seromuscular layers, showing A, 
ligation of mesentery; B, circumferential and longitudinal division of 
muscularis; and C, removal of seromuscular layers. 


fifth postoperative day, required catheter lavage of the 
ileostomy on three occasions because it had been made 
through too snug an aperture in the abdominal wall. 
Other than the complications described above, there 
were none referable to ileostomy obstruction. Abdominal 





2. (a) Warren and McKittrick.’ (6) Turnbull, R. B., Jr.: Symposium 
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cramps were absent. Nineteen months after the first of 
these operations was done, there were no reconstructions 
of the ileostomies and no enterocutaneous fistulas. Heos- 
tomy obstruction has been notably absent, and ileostomy 
diarrhea was not observed except temporarily in those 
three patients with acute postoperative enteritis. All pa- 
tients are alive and well. 


Mucosa turned 
down 














Fig. 3.—Mucosal-grafted ileostomy. A, formation. B, completion. 


Conventional Ileostomy.—In the group of 15 patients 
undergoing conventional ileostomies performed simul- 
taneously with colectomies, 12 received fluids paren- 
terally after the fifth postoperative day. The degree of 
ileostomy obstruction was severe enough in seven to re- 
quire tube drainage of the ileostomy. Dehydration and 
electrolyte problems were common occurrences. Abdom- 
inal cramps and other symptoms of ileostomy obstruction 
were noted in seven of the patients. 


2020 E. 93rd St. (6). 





Exercise and Myocardial Infarction —Because numerous studies 
have shown an increased incidence of myocardial infarction in 
sedentary occupations and a corresponding decrease among 
laborers, the belief that strenuous physical exertion may pre- 
cipitate myocardial infarction in a person with pre-existing 
coronary atherosclerosis needs critical re-evaluation. It has been 
found that 77 per cent of American soldiers killed in Korea 
had demonstrable coronary atheromata. Physically active work- 
ers with coronary artery disease have a lower early mortality 
and a longer survival from the onset of their disease than 
sedentary workers. To restrict the activity of a patient who has 
survived a myocardial infarction without residual cardiac or 
coronary insufficiency probably shortens his actual survival and 
surely shortens his useful life—Lieut. Col. W. J. Walker, 
United States Army, Needless Restriction of Patients with Healed 
Myocardial Infarction, United States Armed Forces Medical 
Journal, December, 1954. 


J.A.M.A., May 7, 1955 





CLINICAL NOTES 








A DEVICE FOR RELIEF OF LYMPHEDEMA 


Brock E. Brush, M.D. 
and 
Thomas J. Heldt, M.D., Detroit 


The general surgeon and the physician are frequently 
confronted with a patient suffering from obstinate lymph 
stasis of an extremity. Relief of this refractory condition 
has come through the use of three rather simple devices: 
(1) a sleeve or stocking woven of a special nonelastic 
fabric in the length of which are incorporated two in- 
flatable rubber tubes of about 1 in. caliber (see figure, A); 
(2) a specially constructed electrically operated timing de- 
vice, permitting inflation of the rubber tubes for 15 sec- 
onds and a collapsing rest of those tubes for 45 seconds 
of every minute that the device is in operation; and (3) 
a small tank of compressed air or medical oxygen for 
inflation of the rubber tubes. The functioning of this ther- 
apeutic device is seen in the following case report. 


REPORT OF A CASE 


A 45-year-old woman had a radical mastectomy in July, 
1948. Postoperative convalescence was not unusual. However, 
in February, 1952, a slowly progressive lymphedema appeared 
in the entire left arm. Under exertion and use of the arm there 
was at times some disconcerting pain. Arthrodesis of the right 





A, device for relief of lymphedema in use in November, 1954. B, same 
patient in March, 1955. 


foot in November, 1952, placed increased stress on the left arm 
in her use of crutches. In March, 1953, enlarged lymph glands 
were noted in the left supraclavicular area. Biopsy in April, 
1953, showed metastatic adenocarcinoma. Hormone therapy 
appears to have held the metastases in check. Swelling of the left 


From the Henry Ford Hospital. 
The devices used in this study were supplied by the Jobst Applied Bio- 
mechanics Institute, Toledo, Ohio. 
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im increased despite usual remedial measures. On Dec. 30, 
953, measurements were as follows: 


Right Left 
Upper arm..... 9 in. Height..... 5 ft.3in. Upperarm..... lin. 
Forearm....... 8% in. (160em.) Forearm....... 12 in. 
RE ices naces 5% in. Weight..... 120 Ib. a 9% in. 
ee 6% in. (GiAkg.) Hand.......... 11 in. 


The patient was admitted to the hospital (Dec. 30, 1953, to 
jan. 14, 1954) and the therapeutic aids above described were 
applied, at first for as long as 16 hours a day and so continued 
for about 10 days. At the end of that time application was 
gradually reduced, and for the succeeding three months the 
usual daily time was three hours, but on three occasions the 
patient has been without the aids for a week at a time except 
for an elastic sleeve that is always worn when the arm is not in 
the mechanical set-up. 

Arm measurements on June 15 and Oct. 15, 1954, were: 


June 


Right Left 
eee 9 in. TL, |... ccaeuwsee buen 12 In. 
ENS SR eer 844 in. ns kccsanceunennwee 10% in 
ee ee aioe wba dhebeibaeke ue 8% in. 
Nk cndesescnsessseneses 6% in. Pica sacaxnkdesurdase 9% in 

October 
 isaarescnsscctssee 8% in ee 10% in. 
RE ee 8% in. SSE ee ee ere 9% in. 
Wb ntsevesecknuakeres *% in. Me iisbinkundecuaae eas 5% In. 
La tgnadakivedeinewen 6% in. Pe bessvesenawherecexnnd 6% in 


Because of the condition of her left arm, the patient was 
employable for only three months throughout the entire year 
of 1953 but has lost less than six weeks from her position since 
Feb. 1, 1954. She was without her mechanical aids for a week 
in September and also for a week in October. The figure, B, 
shows the patient’s condition in March, 1955. 


2799 W. Grand Blvd. (2) (Dr. Brush). 


OPERATIVE RECTAL RETRACTOR BASED ON 
A NEW PRINCIPLE 


Irving Rapfogel, M.D., Fort Worth, Texas 


Many types of rectal retractors and operative procto- 
scopes have been devised for the purpose of gaining ade- 
quate exposure during anorectal surgery. In general, the 
design of these instruments has been a variation of two 
basic types. The first method of obtaining anorectal ex- 
posure has been to insert an instrument having two blades 
into the rectum and, by separating the blades, to expose 
those portions of the anus and rectum that are not hidden 
by the blades. The Smith and Martin retractors fall into 
this category. The second type of exposure is obtained 
with a tubular instrument that is inserted into the rectum. 
By removing an obturator or segment of the tube, a por- 
tion of the anus or rectum is made available to the sur- 
geon. The Fansler and Brinkerhoff operating proctoscopes 
are examples of this type. Many variations in design and 
refinements in use have been offered by these and other 
instruments, but an inherent objection to them has been 
the fact that they make it necessary to work down “deep 
in the well.” In addition, the diseased area may be 
stretched, compressed, or otherwise distorted by the re- 
tractor. In the blade type of retractor the exposed tissue 
presenting itself between the outstretched blades usually 
prolapses into the available space and narrows the field 
of vision and manipulation. The tubular instruments, on 





From the Fort Worth Rectal Clinic. 
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the other hand, present a very limited field of observation, 
offer a confined space to work in and preserve the “deep 
well” aspect of the rectum. 

In order to avoid these difficulties and to attempt to ob- 
tain better exposure that would adequately present the 
surgical area to the operator, it was thought necessary 
that three objectives be attained. First, the operative site 
should be projected to the outside as much as possible. 
Second, the areas not being worked on at the mo- 
ment should be kept out of the way. Third, the dis- 
eased area should be distorted as little as possible. This 
was accomplished by the principle of traction of the dis 
eased area to the outside by means of a clamp, counter- 
acted by retraction inwardly with a large blade. The figure 
illustrates such an instrument in use. The curved blade, 
somewhat broader than that employed by other rectal re- 
tractors, is inserted into the rectum in the quadrant op- 
posite the diseased area to be worked on. An Alice clamp 

















Rectal retractor allowing the surgeon to work “outside” rather than 
“inside.” 


is applied to the anal skin just outside the diseased area 
to be exposed. After locking the clamp on the skin, it is 
swung over the S-shaped hook as illustrated. Then, by 
separating the arms of the retractor the diseased area is 
adequately exposed, while the remainder of the rectal 
tissue is withheld from the operative field. When the in- 
strument is suitably adjusted, another clamp fixes the 
drape over its frame to keep it immobilized, if desired. It 
should be noted that both the blade and the S-hook may 
be freely rotated, and even during an operation the Alice 
clamp may be manipulated without releasing the retrac- 
tor. With good anesthesia and proper sphincter relaxation, 
internal hemorrhoids, polyps, etc., can be mobilized so 
the surgeon may work “outside” rather than “inside.” 
I have found this retractor to be most suitable for the 
average anorectal procedure. It has served to free two 
hands that would otherwise be required for this type of 
exposure. Surgeons who must work with inadequate as- 
sistance will find this instrument especially advantageous. 


1414 W. Humbolt (4). 





36 CARDIOPERICARDIOPEX Y—MAZEL 


PERSISTENCE OF NEW VASCULAR CHANNELS 
FOLLOWING CARDIOPERICARDIOPEXY 


CASE REPORT, WITH AUTOPSY FINDINGS 
FIFTEEN MONTHS AFTER OPERATION 


Maurice S. Mazel, M.D., Chicago 


Investigators ' have demonstrated that intercoronary 
and extracoronary anastomosis can prevent myocardial 
ischemia and infarction in some patients suffering from 
chronic coronary insufficiency. Since extracoronary anas- 
tomosis can be augmented by pericardial adhesions,” it 
is not surprising that cardiopericardiopexy, which is a 
simple operation, became the method of choice for surgi- 
cal treatment of chronic coronary heart diseases and 
angina pectoris. However, some writers have considered 
the beneficial results following cardiopericardiopexy to 
be temporary, since newly formed vascular channels in 
granulation tissues have a tendency to regress.* The pur- 
pose of this paper is to present a case of chronic coronary 
heart disease with several infarctions treated by the cardi- 
opéxy operation and the persistence of the newly formed 
vessels in the pericardial adhesions 15 months after- 
ward. 

REPORT OF A CASE 


A 59-year-old male was admitted to the Edgewater Hospital 
on Nov. 21, 1952, complaining of precordial and retrosternal 
pain on effort and during excitement since Aug. 1, 1952. The 
pain occasionally radiated down both arms. It subsided on rest. 
The history was noncontributory. Examination revealed a well- 
developed, well-nourished white male, not acutely ill. The blood 
pressure was 150/90 mm. Hg, and the pulse was 68, regular. 
The lungs were clear. The heart was normal in size; the rhythm 
was regular, and there were no murmurs. The other systems 
were essentially normal except for a right inguinal hernia. The 
laboratory findings were normal except for the electrocardio- 
gram, on which the Master test was strongly positive (fig. 1). 

On Nov. 26, 1952, a cardiopericardiopexy was done. The 
patient made an uneventful recovery and was discharged on 
Dec. 7. He remained well until he was admitted to the VU. S. 
Public Health Hospital in Savannah, Ga., on Jan. 13, 1954, 
complaining of agonizing low back pain of two hours’ duration. 
The examination revealed “an acutely ill, ashen, perspiring, obese 
male, weighing 190 lbs.” He was afebrile; his pulse was 84, and 
the blood pressure was 190/110 mm. Hg. The heart was normal. 
The abdomen was protuberant, and there was a large, reducible 
right inguinal hernia. The abdominal wall was held rigid, but 
softened with deep mouth breathing. The patient was given 
15 mg. of morphine sulfate and 0.4 mg. of atropine sulfate 
immediately without relief of pain. Five hours after admission 
he suddenly grew pale, complained of pain, and went into shock. 
There were no peripheral pulsations in the lower extremities. 
Therapy with 5% glucose in sodium chloride solution was started 
rapidly. Peripheral pulsations returned, and the patient became 
conscious again. At this time there was an impression of a left 
abdominal mass, and peristaltic sounds were absent. The patient 
remained in a shock-like state and a few hours later died. 





Postmortem examination was performed by Dr. L. Howard, pathologist, 
U. S. Public Health Hospital, Savannah, Ga. 
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berg, A. S., and Gilligan, D. R.: The Experimental Production of Inter- 
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Postmortem examination revealed that the important lesions 
were confined to the cardiovascular system. The pericardial sac 
was obliterated by loose adhesions between the parietal and the 
visceral pericardium; small yellow plaques were noted on these 
structures. The heart weighed 325 gm.; the myocardium of the 
left posterior wall presented a scar measuring 3.5 cm. square. 
A smaller scar was noted in the anterior wall of the left ventricle 
near the apex. Examination of the coronary arteries revealed 
the ostium of the right coronary artery to be markedly narrowed 


Resting EKG Immediately after 


exercise 





Fig. 1.—Strongly positive Master two-step test. 


by an atheromatous plaque. The anterior descending and the 
circumflex branches of the left coronary artery showed severe 
sclerosis, with the lumen being reduced to pinpoint openings. 
The aorta showed severe atheromatosis with calcifications. At 
0.5 cm. below the origin of the left renal artery the abdominal 
aorta presented a ruptured saccular aneurysm measuring 10 by 
8 by 5 cm. The rupture occurred on the anterior aspect, and 
there was massive retroperitoneal hemorrhage estimated at 
approximately 1,500 cc. There were no significant changes in 
the other viscera except for mixed stones in the gallbladder and 
in the cystic duct. 





Fig. 2.—Healed myocardial infarctions. Note hyalinized fibrous con- 
nective tissue and epicardium covered with loose connective tissue pre- 
senting numerous vascular channels. 


Microscopic examination of the heart revealed areas where 
the myocardium was replaced by hyalinized fibrous connective 
tissue (fig. 2); in some sections, the epicardium was covered with 
loose connective tissue presenting numerous vascular channels. 
Throughout this tissue there were foreign bodies (talcum powder) 
surrounded by multinucleated giant cells (fig. 3). Similar granu- 
lomatous lesions were present in the adipose tissue of the medias- 
tinum. The final anatomic diagnoses were as follows: ruptured 
arteriosclerotic aneurysm of the abdominal aorta with massive 
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etroperitoneal hemorrhage, multiple healed myocardial infarcts, 

evere coronary sclerosis with marked stenosis of the right 
coronary ostium, granulomatous pericarditis following cardio- 
pericardiopexy with talcum powder, granulomatous mediastinitis, 
and chronic cholecystitis with cholelithiasis. 


COMMENT 


In this case it is difficult to ascertain whether the myo- 
cardial infarctions occurred before or after the pericardi- 
opexy except from the clinical history and laboratory data 
prior to surgery. Since study of the coronary anastomosis 
by injection methods was not done, it is impossible to 
conclude that the capillaries in the granulation tissue of 
the epicardium and pericardium were increasing the 
blood supply of the myocardium. However, contrary to 
common belief, capillaries in the granulation tissue pro- 





- 


Fig. 3.—Granulomatous pericarditis. A, low-power slide showing pres- 
ence of talc crystals and persistence of newly formed blood vessels. B, 
high-power view showing many patent persisting new blood vessels and 
presence of talc crystals, 


duced by talcum powder remain patent for a long period 
of time, and they may increase the extracardiac anasto- 
mosis of the coronary arteries, since most patients show 
marked clinical improvement after cardiopericardiopexy. 
A similar conclusion was drawn by Moritz and his asso- 
ciates * after careful anatomic studies of four hearts with 
fibrous pericarditis. 


SUMMARY AND CONCLUSION 


In a case of chronic coronary disease treated by cardio- 
pericardiopexy, autopsy 15 months later showed that, in 
the pericardial adhesions, the vascular channels were still 
patent. Death was caused by ruptured aortic aneurysm. 
This demonstrates that the vascular channels produced 
by the operation remain patent for at least 15 months. 


5700 N. Ashland Ave. 
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DIAGNOSTIC PROBLEMS 





PRESENTATION OF CASE 
Cecil A. Krakower, M.D., Chicago 


A 47-year-old man complained of severe pain in his 
shoulder, chest, and back; loss of 30 Ib. (13.6 kg.) in 
three months; progressive weakness; and slight fever 
Five and one-half months prior to admission he injured 
his left shoulder while lifting. Following this injury pain 
spread over the chest and back and kept him from work- 
ing for three weeks. Although he returned to work he had 
difficulty in using his arm, and six weeks before admission 
to the hospital the pain had spread to all parts of the 
body. Because of weakness, he had difficulty in walking. 
For five years prior to admission he had had a cough, 
expectorating “black stuff” that he attributed to smoke 
and acid fumes to which he was exposed. 

Physical Examination.—The patient’s temperature 
was 99.4 F, pulse 90, respiratory rate 24. Blood pressure 
was 144/88 mm. Hg. The patient was well developed but 
had great difficulty in moving about, especially in rolling 
over in bed. In a standing position there was mild scoliosis 
to the right, and his left shoulder drooped. On walking he 
carried himself in a stiff and erect position with little 
movement of the arms and shoulders. His conjunctivas 
were pale. His right retina showed a white exudate on the 
temporal side of the disk. His heart, lungs, and abdomen 
were normal. There was slight edema of his ankles. Ten- 
derness was elicited on deep pressure over his lower ribs 
bilaterally. His prostate was small, firm, and smooth. 

Laboratory Findings.—Urine had a specific gravity of 
1.010, no dextrose, 4+- albumin, and nothing abnormal 
in the sediment. A test for Bence Jones protein was nega- 
tive. The hemoglobin level was 7 gm. per 100 cc. His 
erythrocyte count was 2,400,000 per cubic millimeter, 
and leukocyte count 3,800, with 60% neutrophils, 34% 
lymphocytes, 5% monocytes, and 1% eosinophils. Was- 
sermann and Kahn tests were negative. The serum non- 
protein nitrogen level was 53 mg. per 100 cc.; creatinine, 
6.1 mg. per 100 cc.; albumin, 3.5 gm. per 100 cc.; globu- 
lin, 3.8 gm. per 100 cc.; alkaline phosphatase, 5 units per 
100 cc.; and acid phosphatase, none. His basal metabolic 
rate was +15%. Aroentgenogram of his chest showed a 
destructive process involving his fourth rib and adhesive 
pleuritis involving his diaphragm on the left. There were 
areas of rarefaction in his pelvic bones. Six lumbar verte- 
brae were present, and there was irregularity of the supe- 
rior and anterior surfaces of his fifth lumbar vertebra. A 
subsequent film showed large kidneys with poor function 
as indicated by iodopyracet injection. There was calcifica- 
tion of his pelvic arteries. Ten days after admission his 
blood contained 6.5 gm. of hemoglobin per 100 cc.; his 
erythrocyte count was 2,400,000; and his leukocyte 
count was 7,900, with 42% neutrophils, 38% lympho- 
cytes, 13% stab forms, 6% monocytes, and 1% baso- 
phils. 





From the Department of Pathology, University of Illinois. 
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Course.—While in the hospital the patient became 
weaker, suffered from increasing anorexia, and continued 
to lose weight. One week before death the serum non- 
protein nitrogen level had risen to 222 mg. per 100 cc.; 
the urea nitrogen to 180 mg. per 100 cc.; and the creati- 
nine to 12 mg. per 100 cc. His carbon dioxide combining 
power was 30 vol. %. He died 2 months after admission, 
7% months after the apparent onset of his illness. 


ANATOMIC DIAGNOSIS 


The body was that of a well-developed, poorly nour- 
ished man with crusted blood in the right nostril and over 
the lips and gingivas. There were petechial hemorrhages 
in the skin of the abdomen, thighs, and pretibial areas. 
There was a small loculated empyema cavity involving 
the lower anterolateral and posterior portions of the left 
thorax. A few colonies of Micrococcus pyogenes var. 
aureus and slow lactose-fermenting Escherichia coli 
were cultured from the 5 to 6 cc. of purulent exudate 
within this cavity. The pericardial sac contained 35 cc. of 
turbid yellow fluid and presented a fibrinous pericarditis 
with productive inflammatory changes seen on micro- 
scopic examination. The myocardium showed perivascu- 
lar and mild diffuse interstitial fibrosis. There was a 
recent confluent bronchopneumonia involving the right 
lung, with serofibrinous, fibrinopurulent, and hemor- 
rhagic exudate filling the air spaces. On the left there was 
a thick layer of fibrinopurulent exudate lining the empy- 
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. Fig. 1—Section of kidney showing relatively intact glomerulus but 
dilated tubules with casts and with cellular reaction to the casts in the 
two tubules towards the center. There is interstitial fibrosis with round 
cell infiltration. 


ema cavity, with subpleural fibrosis and atelectasis. The 
spleen weighed 120 gm. and presented heavy deposits of 
hemosiderin, with groups of immature cells, probably 
hematopoietic precursors, in the sinusoids. The Kuppfer’s 
cells of the liver contained abundant hemosiderin. There 
was a cortical adenoma in the left adrenal, 1.2 cm. in 
diameter. Each kidney weighed 170 gm. and had a pale 
gray, yellow-pink external surface and a pale cortex on 
section. Microscopically, the glomeruli were uninvolved 
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but the tubules were dilated. Many of the latter contained 
homogeneous or spongy acidophilic casts. Large multi- 
nucleated foreign body giant cells and/or chronic inflam- 
matory cells were frequently found in contact with frag- 
mented portions of these casts. There was a diffuse 
interstitial fibrosis of the renal cortex, with light to heavy 
deposits of lymphocytes and few scant plasma cells. A 





Fig. 2.—Microscopic section of bone marrow showing myeloma cells 
infiltrating through the cortical bony plate and invading adjacent tissues. 
There are muscle fibers above and to the left. 


rare tubular cast was calcified. There were a Randall’s 
plaque in one calyx, a recent organizing thrombus in a 
branch of the renal vein at the junction of cortex and 
medulla, and moderate intimal fibrosis of the branches of 
the renal artery. There was a chronic cystitis with mucosal 
hemorrhages. The left fourth rib had a fusiform swelling 
5 cm. long and 1.5 cm. wide. The lower lumbar vertebrae 
were replaced by pink-yellow tissue, and there was one 
lacunar area in the skull filled with similar tissue. The 
sections of bone revealed extensive replacement of bone 
marrow by small cells with little or a more modest amount 
of cytoplasm of granular character. The nuclei were often 
vesicular but at times possessed more compact granules 
of chromatin. Some of the cells were more characteris- 
tically of the plasma cell type. It was believed that the 
infiltrate in bone represented a somewhat immature form 
of plasma cell myeloma, while the renal changes were 
compatible with those of a “myeloma” kidney. 


COMMENT 
Norman Roberg, M.D., Chicago 


This patient had the common type of multiple mye- 
loma, with multiple areas of bone destruction secondary 
to plasma cell neoplasia within the marrow of many 
bones. In less common forms of this disease there may 
be a single, large intraosseous tumor, an isolated tumor 
of the nasopharynx, or a diffuse invasion of the liver, 





From the Department of Medicine, University of Illinois. 
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spleen, lymph nodes, and bone marrow without clinical 
evidence of bone destruction. With roentenologic study, 
the typical punched out bone lesions are present in about 
75% of patients with multiple myeloma. The bones are 
normal in about 10%, and another 10% show only dif- 
fuse osteoporosis. The vertebrae, ribs, skull, and pelvis 
are areas of predilection. Fracture is common, and this 
man’s generalized pain, with tenderness over the ribs, is 
common. The laboratory studies are consistent with the 
diagnosis of plasma cell myeloma. The elevation of the 
serum globulin level occurs in 75% of the patients; 50% 
have distinct anemia; and at least 50% have proteinuria 
and renal insufficiency. Bence Jones proteinuria is not 
diagnostic of the disease. Bence Jones proteinuria is 
present in only half of the patients with multiple myeloma 
and is sometimes found in other diseases such as osteo- 
venic sarcoma, metastatic carcinomatosis, leukemia, and 
senile osteomalacia. Albuminuria alone may be present 
in multiple myeloma or be present along with Bence 
Jones proteinuria. The renal interstitial fibrosis and 
tubular damage are thought to be related to the excretion 
of Bence Jones protein, and perhaps sometimes with the 
hypercalciuria that occurs in about 10% of the patients. 


The definitive diagnosis of multiple myeloma depends 
on the demonstration of excessive numbers of plasma 
cells; these may be found by sternal marrow aspiration or 
biopsy, biopsy of a superficial bone lesion, or biopsy of 
an extraosseous myeloma. Hardly 10% of these patients 
have diagnostically significant numbers of plasma cells 
in the peripheral blood. Though multiple myeloma is an 
unusual type of malignant disease, it should be suspected 
in persons of middle age who have skeletal pain, espe- 
cially vertebral, with symptoms or signs of nerve root or 
spinal cord compression. The anemia, hyperglobulin- 
emia, proteinuria, and azotemia are all highly suggestive 
when multiple osteolytic lesions are present. The diag- 
nosis is established microscopically. Since the palliative 
treatment of multiple myeloma is different from those of 
metastatic carcinoma of the breast and prostate, it is of 
value to differentiate these superficially similar diseases. 
It is especially important not to overlook hyperparathy- 
roidism, which shows osteoporosis, osteolytic lesions, and 
renal disease, and is curable. 


















Operations on the Biliary Tract——It should now be axiomatic 
that any patient whose common bile duct is opened and explored, 
and who has had a T tube placed in it for temporary drainage 
should have a cholangiogram made to demonstrate that the 
duct is unobstructed before the T tube is removed. This infor- 
ination should be conveyed to the patient in case further episodes 
of biliary dysfunction occur and the patient seeks advice else- 
where. A history of persistent drainage of bile usually means 
failure of the operation to relieve the biliary obstruction com- 
pletely. Drainage of bile for more than a few days after cholecys- 
lectomy always indicates leakage from the common bile duct, 
usually from an injury to it, although it may result sometimes 
from an overlooked stone in the ampulla or a lesion of the 
ampulla or pancreas. It must not be forgotten that common 
cuct stones may float in the bile for long periods of time before 
roducing symptoms and that in such circumstances until the 
‘one becomes sufficiently large and sufficiently fixed to obstruct 
the duct or the ampulla jaundice will not occur.—W. Walters, 
M.D., Errors in the Diagnosis and Treatment of Lesions of the 
Biliary Tract, Mississippi Valley Medical Journal, March, 1955. 
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SPONSORSHIP AND ADMINISTRATION OF 
POSTGRADUATE MEDICAL EDUCATION 


Douglas D. Vollan, M.D., Chicago 


The following article is the sixth in a series of eight, which 
together constitute the report of a two and one-half year Survey 
of Postgraduate Medical Education by the Council on Medical 
Education and Hospitals of the American Medical Association. 
The survey included a questionnaire study of a large random 
sample of practicing physicians as well as detailed analyses of 
the postgraduate courses offered by the numerous sponsoring 
institutions and organizations. The last article, “Time and Place 
Arrangements of Postgraduate Courses for Practicing Physi- 
cians,” appeared in THe JournaL, April 23, 1955, page 1492. 


Postgraduate medical education is a complex activity, 
requiring considerable administrative skill and resource- 
fulness. A great variety and number of institutions and 
organizations are active in this field. Some have had over 
a hundred years of postgraduate experience, while others 
have only recently entered the picture. Sponsors may 
operate postgraduate programs, cooperate in their opera- 
tion, or merely contribute to their support. 


SPONSORS OF POSTGRADUATE MEDICAL EDUCATION 


An analysis of the 320 operating and contributing 
sponsors of postgraduate activities in the year 1952-1953 
revealed over 25 different types of institutions and organ- 
izations. These may be divided into five broad categories: 
(1) 80 medical teaching institutions, including under- 
graduate, graduate and postgraduate medical schools; 
(2) 121 general and special medical societies; (3) 23 
government health agencies; (4) 81 independent medical 
groups such as hospitals, clinics, and postgraduate as- 
semblies; and (5) 15 public and lay organizations such 
as voluntary health agencies, foundations, and pharma- 
ceutical firms. The medical teaching institutions were 
the primary or operating sponsors of almost 90% of the 
total postgraduate hours offered. This group accounted 
for less than half of the total physician-hours of attend- 
ance during the same period because of the prevalence of 
small-group teaching in courses offered by the schools 
compared to those of other sponsors. The schools aver- 
aged 18 physicians per course, as compared to 92 for 
other institutions. Courses offered by the school group 
averaged 77.5 hours of instruction, as compared to 32.2 
hours for the nonschool group. 

Medical Schools.—Approximately 70 undergraduate 
medical schools in the United States offered or took part 
in postgraduate courses in the year 1952-1953. Together 
they offered almost 50,000 hours of postgraduate instruc- 
tion, which was a third of the total for the nation (fig. 1). 
These courses accounted for over 400,000 physician- 
hours of attendance, slightly less than a third of the total. 





Formerly Assistant Secretary, Council on Medical Education and Hos- 
pitals, American Medical Association, with the assistance of the Council's 
Committee on Postgraduate Medical Education, composed of Drs. Donald 
G. Anderson, James M. Faulkner, Edward L. Turner, and Edward H. 
Leveroos. 

A complete description of the samples, returns, and methods of the 
survey will be made available as an appendix in the reprint edition of 
the series to be published later this year. 
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Physicians responding to the questionnaire ranked medi- 
cal school courses highest in quality (fig. 2) as compared 
to those of all other institutions. An overwhelming ma- 
jority of individuals interviewed during this survey both 
inside and outside of medical schools believed that post- 
graduate medical education is a basic responsibility of 
the medical schools. Publicly supported schools gener- 
ally have been more active in this field than have the pri- 
vately endowed group. Although a few schools devote 
considerable time and money to extensive programs, 
generally postgraduate courses are simply added to the 
regular undergraduate teaching duties of the faculty and 
fitted in at odd times. The two-year schools of basic medi- 
cal science offer little because of their restricted clinical 
facilities. Some very young medical schools wisely avoid 
postgraduate activities that might dilute their efforts 
toward establishing a sound undergraduate program. The 
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Fig. 1.—Percentages of total hours offered and total physician-hours of 
attendance at postgraduate courses in the United States (1952-1953), by 
types of sponsoring institutions and organizations. The figures for graduate 
or postgraduate schools include schools of public health. 


sound development of postgraduate medical education 
requires that medical schools give consistent and serious 
attention to this field. 

Graduate and Postgraduate Schools.—There are seven 
graduate or postgraduate medical schools in the United 
States: New York University Postgraduate Medical 
School, University of Pennsylvania Graduate School of 
Medicine, New York Polyclinic Medical School and Hos- 
pital, Cook County Graduate Medical School, Los An- 
geles Graduate Medical School, University of Texas 
Postgraduate Medical School, and the Mayo Clinic 
Graduate School of the University of Minnesota. All 
but the last one of these conduct some postgraduate 
work. Together they offered over half of the total hours 
of instruction in the United States in 1952-1953. These 
courses accounted for only 16.5% of the physician-hours 
of attendance, since many of the offerings at these in- 





1. Graduate Medical Education in the United States: Continuation 


Study for Practicing Physicians, 1937 to 1940, Chicago, American Medical 
Association, 1940, p. 41. : 











J.A.M.A., May 7, 1955 





stitutions went unused. The quality of the instruction 
offered by these schools was rated third by physicians 
responding to the questionnaire. The organization of 
these institutions varies considerably. The three with uni- 
versity affiliations include one that is primarily a graduate 
school, with a number of postgraduate courses offered 
as a secondary activity; one that consists only of an office 
that coordinates the postgraduate activities of a number 
of hospitals and clinics throughout the state and one 
mixed postgraduate and graduate medical school. The 
latter institution has its own quarters, hospital facilities, 
and a large clinical faculty whose primary teaching re- 
sponsibility is to the institution. Close association with 
the sister undergraduate medical school allows for ade- 
quate basic science instruction when needed. 


Two of the three proprietary schools (without univer- § 


sity affiliation) are organized around the staffs of large 
hospitals. One of these is housed in its own hospital and 
might be considered as a hospital offering postgraduate 
courses. The other operates in its own substantial build- 
ing, using the staff of an adjacent hospital as faculty. The 
remaining proprietary school is without hospital connec- 
tions and consists of a small lecture room and a labora- 
tory. Given adequate facilities, faculty, and clinical teach- 
ing material, the postgraduate medical school can be an 
important source of postgraduate instruction through 
focusing its entire attention on the needs of practicing 
physicians. These schools are in a position to develop 
strong and varied curriculums if a large number of physi- 
cians attend their courses. In order to support the neces- 
sary staff and facilities for their postgraduate work, such 
institutions generally find it necessary to have graduate 
instruction as well. Only three of the institutions re- 
ferred to in this discussion play a significant role in post- 
graduate medical education today. It is unlikely that 
many additional postgraduate schools will develop if the 
medical schools continue to play an increasingly im- 
portant role in this field. 

General Medical Societies.—At least 63 state, county, 
municipal, and regional general medical societies are ac- 
tive to some degree in postgraduate medical education. 


The present relatively small role of these societies is in | 


marked contrast to the situation 15 years ago when An- 


derson observed that they were then directing the most | 
worth-while projects in this field.1 These organizations © 


accounted for less than 3% of the total postgraduate 
hours offered in 1952-1953 and 7.6% of the physician- 
hours of attendance. Physicians responding to the ques- 
tionnaire rated these courses fifth on the quality scale. 
Most of the programs of these societies consist of extra- 
mural courses of the circuit type, using the faculties of 
nearby medical schools. Some societies lend their organ- 
izational facilities or financial assistance to the programs 
of medical schools. 


Special Medical Societies —Fifty-eight international, 


national, regional, state, county, and municipal specialty 9 


societies, including chapters of the Academy of General 
Practice, were active in postgraduate education in 1952- 
1953. Although this group offered only 1.4% of the total 
instructional hours in the United States, they accounted 
for over a fifth of the total physician-hours of attendance. 
This disproportion is due in part to the high student- 
instructor ratios in many of these courses. It also re- 
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flects their popularity among physicians, who rated spe- 
cial society courses second on the quality scale. Most of 
these are courses offered by national specialty societies 
in conjunction with their annual scientific meetings and 
directed to the needs of the particular specialty group. 

Other Sponsoring Groups.—The remaining 7.5% of 
the total hours given in 1952-1953 were offered by vari- 
ous types of sponsors. This group accounted for about 
25% of the total physician-hours of attendance. Twenty- 
three federal, state, and local government health agencies 
offered courses in public health or related fields. Courses 
given exclusively by and for the armed forces or Veterans 
Administration were not included in this survey. Forty- 
four hospitals independently offered courses during the 
year in various fields of medicine. Eighteen large post- 
graduate medical assemblies or congresses were held dur- 
ing the year. Clinics, academies of medicine, study clubs, 
and other independent medical groups (at least 20 in all) 
offered a small percentage of the total hours. In addition, 
courses were offered by at least 15 public and lay organ- 
izations such as funds, foundations, voluntary health 
agencies, pharmaceutical firms, and some general col- 
leges and universities. In most cases these groups depend 
heavily on medical schools for faculty and direction of 
their courses. 


ADMINISTERING POSTGRADUATE PROGRAMS 

Effective postgraduate programming requires fully as 
much careful planning as do other forms of education. 
It is necessary to study the needs with respect to content, 
student characteristics, time and place considerations, 
and educational resources available in order to develop 
long-term plans and to offer courses with specific and 
carefully determined objectives. Physicians can be in- 
formed of postgraduate opportunities by advertising in 
journals, distribution of individual course brochures or 
catalogues, personal contacts, and other mediums. The 
actual operation of the individual course sessions requires 
careful attention to details. The physical setup and equip- 
ment should be in perfect working order and manned by 
skilled technicians. Accurate directions or even maps for 
reaching the meeting place should be given to those at- 
tending the course, in advance if possible. Some organi- 
zations designate part of their staff to arrange social 
activities for the wives who may accompany their hus- 
bands to the city where instruction is offered. Accurate 
records are becoming increasingly important in this field, 
especially with the advent of the attendance requirements 
by the American Academy of General Practice. Some in- 
stitutions give certificates for attendance at a certain per- 
centage of sessions or after examination. 

The operation of postgraduate programs requires ade- 
quate administrative and advisory personnel. A com- 
mittee that makes basic policy and general plans is the 
basis of operation in 85% of the institutions and organi- 
zations. Their effectiveness in many instances is dimin- 
ished by the fact that they are appointed on an annual 
basis, which may result in lack of interest and effort. Only 
a few institutions have full-time directors of postgraduate 
medical education. More commonly the director of post- 
graduate education is also responsible for the institution’s 
graduate program. In the present stage of development of 
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postgraduate education it is essential that it have the 
vigorous leadership of well-trained and dedicated indi 
viduals. The director needs adequate secretarial and 
clerical help. Some university medical schools obtain 
valuable help from general extension, public relations, 
printing and art, and other departments of the univer- 
sity. Some extramural programs emanating from a cen- 
tral institution employ a full-time field man to make the 
local arrangements for the teaching team 


COORDINATION OF POSTGRADUATE EFFORTS 


The extreme diversity of sponsorship in postgraduate 
medical education is at the same time a strength and a 
weakness. The independence of each group allows free 
dom to experiment, but the large number of different 
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Fig. 2.—Relative quality of instruction ascribed by responding physicians 
to courses offered under different types of sponsorship. The quality score 
is the sum of the products obtained by multiplying those who rated the 


group “‘excellent’’ by three, “good” by two, and “fair” by one 


groups operating without liaison causes considerable du- 
plication of effort. Since most medical faculties are co- 
operative in offering their services for courses outside 
their own schools, the teaching resources of these institu- 
tions may often be depleted to the detriment of the 
school’s own postgraduate program. Several courses on 
the same subject in the same area at about the same time 
may result in competition for faculty and facilities. Such 
duplication of effort results in the cancellation of almost 
250 courses each year. The physician may experience the 
frustration of not knowing which of the numerous offer- 
ings to choose, or he may make his selection on the basis 
of the most convincing advertising. 

The best solution to such problems to date has been 
through coordination of postgraduate programs in spe- 
cific cities or states. The most simple form is seen in 
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a state in which a single medical school works with the 
state society or county societies and the state health de- 
partment in developing one program to meet all of the 
needs within the state. In other states two or more med- 
ical schools work in this manner with the state society 
and health department for the extramural program, while 
each school retains its own intramural program. In Mas- 
sachusetts all of the medical schools, medical societies, 
hospitals, health departments, clinics, voluntary health 
agencies, and other interested groups have joined forces 
to develop a central postgraduate institute through which 
all postgraduate activities in the state are integrated. It is 
interesting to note that following World War II the British 
Postgraduate Medical Federation was established in Lon- 
don to coordinate all graduate and postgraduate ac- 
tivities in the City of London.? A coordinating agency 
can eliminate duplication, consolidate educational re- 
sources in the area, act as a central clearing house of in- 
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Fig. 3.—Percentage of courses attended in past five years by physicians 
in their own state, adjacent states, and more distant states. 
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formation on postgraduate medical education, and be a 
medium through which increased postgraduate study can 
be stimulated. All interested agencies may play an im- 
portant part without losing their independence or iden- 
tity. Medical schools and hospitals who already furnish 
most of the faculty and facilities can be assured of their 
more efficient use. Medical societies and health depart- 
ments can offer valuable data on needs as well as organ- 
izational assistance, and they can realize their aim of 
bettering medical practice. The funds of public and lay 
groups interested in postgraduate medical education can 
be better and more effectively used through such coor- 
dination. 

Although coordination efforts to date have all been 
on a county or statewide level, it has been found that 





2. Catalogue of the Postgraduate Medical School of London, Univer- 
sity of London, October, 1948, p. 11. 

3. Vollan, D. D.: Scope and Extent of Postgraduate Medical Education, 
J. A. M. A. 157: 703 (Feb. 26) 1955. 
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doth the production and the use made of postgraduate 
education are actually regionally oriented. Only a little 
over half of the 15,000 courses attended by the physicians 
in this survey in the past five years were in their own state. 
The remainder were in adjacent and more distant states 
(fig. 3). Specialists showed a somewhat greater tendency 
to go out of state than did general practitioners. Not only 
do physicians cross state borders extensively for post- 
graduate education, but several medical schools have 
designated programs specifically for physicians in an 
adjacent state. Most of the privately owned medical 
schools serve an entire region. A large percentage of 
faculty time in postgraduate teaching is outside of the 
state. Fifteen states do not have four-year medical 
schools. Another 15 states contain only one four-year 
medical school to carry the entire load of their post- 
graduate teaching. Many of the national specialty so- 
cieties, assemblies, and regional medical associations 
offer postgraduate courses on a regional basis. It is ap- 
parent, therefore, that coordination of postgraduate med- 
ical education on a city or state level will not alone solve 
the problem of duplication. National coordination of 
postgraduate medical education, if done properly, would 
be a task so huge as to be hardly justifiable. 

The answer to effective coordination in this field is to 
be found on a regional level. The definition of a region is 
necessarily arbitrary. Because of the fact that medical 
societies, health departments, state-supported medical 
schools, and many other organizations in this field are 
oriented by state, state borders have been used in out- 
lining suggested regions. The nine regions used through- 
out this study might be a starting point for developments 
of this kind.* Supplemental arrangements could coordi- 
nate efforts in conflicting areas in adjacent regions. Sub- 
regions within each region would probably be desirable 
in defining specific areas of responsibility. A regional 
coordinating agency could bring all of the resources of 
all of the interested groups to bear upon the total post- 
graduate needs of the region through the collection and 
dissemination of information, integration of existing of- 
ferings into a total program, and expansion to meet un- 
filled needs. With all of the resources of the schools avail- 
able to the region, it would be possible for each institu- 
tion to pursue its own special interests as to objective, 
content, student-groups, intramural or extramural courses, 
and concentrated or intermittent courses. Special courses 
could be developed in schools with particularly strong 
departments in specific fields, and extramural subregional 
courses could be developed that covered the fringe areas 
of adjacent states. Coordination of postgraduate activi- 
ties is necessary if the limited medical educational re- 
sources of the country are to be used effectively. 


ROLE OF NATIONAL MEDICAL ORGANIZATIONS 


At the present time there is relatively little organiza- 
tional activity in postgraduate medical education on a 
national level. Many years ago the American Medical 
Association organized a nationwide home-study post- 
graduate program, and it has given an occasional course 
at the time of the annual session of the Association. The 
American College of Physicians and the American Col- 
lege of Surgeons both offer regional courses throughout 
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the country, as do a number of other national specialty 
societies. The Council on Medical Education and Hos- 
pitals of the American Medical Association has for 
many years published semiannual lists of postgraduate 
courses in the United States and annual statistics on this 
subject. From 1936 to 1952 a group of representatives 
of the postgraduate committees of state medical societies 
known as the States Medical Postgraduate Association 
(formerly known as the Associated State Committees on 
Postgraduate Medical Education) met annually for an 
informal discussion of problems in this field. Since 1953 
the Committee on Continuation Education of the Asso- 
ciation of American Medical Colleges has sponsored a 
half-day annual meeting for medical-school personnel 
interested in this field. Due to the recognition of the 
joint responsibility of schools, societies, and other 
groups in this field, the Council on Medical Education 
and Hospitals in 1955 held a one-day conference on the 
potential use of television in postgraduate medical edu- 
cation. This may develop into an annual series of con- 
ferences for all interested groups. At present the Amer- 
ican Medical Association can provide informational 
services to producers and the consumers of postgradu- 
ate activities and act as a source of stimulation to phy- 
sicians to continue their education. The renewed inter- 
est of American physicians in foreign postgraduate op- 
portunities suggests that information on these be handled 
on a national level. The impending development of post- 
graduate medical education suggests the need for a na- 
tional advisory council on postgraduate medical educa- 
tion to give long-range study and guidance to this field. 
Such a body should be representative of all the major 
groups concerned with this phase of medical education. 
It could deal with such important problems as the need 


| for and development of standards of evaluation and 


accreditation, methods of inducement and stimulation, 
regional coordination, financing, and numerous others. 


CONCLUSIONS 

A few postgraduate and graduate medical schools, 
together with a large number of undergraduate medical 
schools, offer most of the postgraduate education in the 
United States. The faculties of these schools are also 
used extensively for the courses offered by other organ- 
izations. Medical schools are taking the leadership in 
this field and with appropriate staff and budget can prob- 
ably meet most of the needs. Postgraduate schools can- 
not be expected to increase significantly in number, al- 
though some additions may be desirable in certain areas. 
The activities of the specialty societies will probably 
continue to serve much of the refresher needs of spe- 
cialists. To avoid duplication there is need for all of the 
groups engaged in postgraduate medical education in 
each area to combine their educational resources in a 
coordinated program. Because of the fact that neither 
physicians nor instructors respect state boundaries in 
their participation in postgraduate education, regional 
coordination is probably the logical answer. Regional 
coordinating agencies can be developed as autonomous 
bodies through which all of the institutions in an area 
can enjoy the utilization of their resources. On a na- 
uonal level there is a need for a regular forum for all 
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groups engaged in this field to exchange ideas and in- 
formation. Collection and dissemination of data on post- 
graduate education on a national level is still needed. 
A national advisory group could aid in charting the 
future of postgraduate medical education more effec- 
tively. Such a group might determine inducement, ac- 
creditation, and other important factors in postgraduate 
medical education. 
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The following report on chelating and sequestering agents is 
presented because of the growing interest in these types of 
compounds in medicine. It has been prepared by Joseph Royal, 
Ph.D., of the Chemical Laboratory. 


WALTER WoLMan, Pu.D., Director. 


CHELATION AND SEQUESTRATION 

There is an increasing use in biology, medicine, and industry 
of a certain group of compounds that are capable of forming 
stable complexes with multivalent positive ions, such as calcium, 
copper, lead, mercury, iron, and chromium. Members of this 
group have been used as detoxifying agents in lead and mercury 
poisoning and as blood anticoagulants and preservatives. Other 
uses include the treatment of chrome ulcers of the skin and the 
removal of corneal calcium. They have been tried experimentally 
for the dissolution of urinary calculi. In agriculture they are 
used as soluble metal nutrients. In the food and beverage in- 
dustry they are used as clarifiers and stabilizers. They have a 
wide use as scale removers in boilers and as water softeners in 
certain cosmetic preparations. They are used to stabilize foam 
and to increase the detergency of soaps and surfactants. Other 
specialized uses are too numerous to mention. 

Unfortunately, the terminology used to describe the chemical 
action of these compounds and some of the names that have been 
used to identify them have been the cause of some confusion and 
misunderstanding. The terms chelation and sequestration are 
seen with increasing frequency in medical literature. The mean- 
ings of both terms have changed with time from their original 
definitions. Without going into the complex nature of the process 
involved in chelation, present usage of the term denotes the 
formation of a ring structure in which a specific type of bonding 
(coordinate) takes place between some of the atoms that form 
the ring. When chelation involves a multivalent positive ion, for 
example calcium, the calcium ion becomes an integral part of 
the ring structure, and in so doing, the calcium ion loses its 
ionic properties. 

The chemical usage of the term sequestration does not imply 
any single mechanism for the deactivation of multivalent positive 
ions such as the ring formation in chelation. It merely implies 
that certain compounds (sequestering agents) will react with 
multivalent positive ions in one way or another so that the ions 
will be held in a nonionizable form and that the product formed 
by the reaction will be soluble in water. 


Frequently a chelating agent will form a water-soluble product 
with a multivalent positive ion. In such cases the chelating agent 
is also a sequestering agent. This is true of the sodium salts of 
ethylenediaminetetraacetic acid, which are being used increas- 
ingly in medicine. Ethylenediaminetetraacetic acid is a tetrabasic 
acid; that is, it has four replaceable hydrogen atoms. Theo- 
retically, it is possible to form salts in which one, two, three, or 
four of the hydrogen atoms are replaced by sodium with the 
formation of the monosodium, disodium, trisodium, or tetra- 
sodium salts of ethylenediaminetetraacetic acid. The parent acid 
and the four salts are all chelating agents. It should be noted, 
however, that these substances differ in such properties as 
solubilities and the pH of their solutions. It is important, there- 
fore, to use the full chemical name of the substance being 
employed and to report the conditions under which it is used 
in order to avoid ambiguity. 
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Structural formulas are given below for ethylenediamine- 
tetraacetic acid, its disodium salt, and its calcium disodium 
salt, respectively, together with other acceptable names that 
have been used to describe these compounds. Further confusion 
has been caused by the careless use of trade-mark names. The 
registered trade-mark names of Versene (Bersworth Chemical 
Company), Sequestrene A (Alrose Chemical Company), and 
Nullapons (General Aniline and Film Corporation) should be 
used with great caution since those unfamiliar with the trade- 
mark nomenclature will not know whether these names refer 
to ethylenediaminetetraacetic acid or to one of its salts. Actually, 
Versene is the trade-mark name of the tetrasodium salt, Seques- 
trene A is the trade-mark name of the acid itself, and Nullapons 
is the trade-mark name applied to a whole group of these 
chelating agents. Other symbols and names are used by the three 
companies previously mentioned to describe the other members 
of the family. Continuance of the careless and inaccurate use 
of the trade-mark names will undoubtedly increase the confusion. 
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Edathamil calcium-disodium (generic name 
chosen by the Council on Pharmacy 
and Chemistry) 
Calcium disodium salt of ethylenediamine- 
tetraacetic acid 
Calcium disodium salt of (ethylenedi- 
nitrilo)tetraacetic acid 


The abbreviation EDTA has also led to misunderstanding 
because of its misuse. EDTA, which was originally coined as 
a brief name for ethylenediaminetetraacetic acid, is now being 
used as an abbreviation for some of the salts of the acid. 

The addition of sodium bicarbonate or other agents to the 
aqueous solution of one of the sodium salts of ethylenediamine- 
tetraacetic acid to bring the solution to a given pH may result 
in a mixture of compounds in solution. The temptation to name 
the compounds in such a mixture should be avoided if proof of 
their exact nature is lacking. 

Edathamil calcium-disodium, the generic name given by the 
Council on Pharmacy and Chemistry to the calcium disodium 
salt of ethylenediaminetetraacetic acid, may be considered as an 
end-product of the chelation of the calcium ion with either the 
disodium or tetrasodium salt of ethylenediaminetetraacetic acid. 
This compound is used in the therapy of lead poisoning and 
should not be confused with the sequestering agents mentioned 
above. Although edathamil calcium-disodium may itself be con- 
sidered a sequestering agent, its action will depend on the re- 
placement of the calcium in the chelate ring by ions such as lead 
and iron, which will bind themselves more tightly into the ring 


structure. 
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REPORT TO THE COUNCIL 


The Council has authorized publication of the following report 
from the Committee on Toxicology. 


R. T. Stormont, M.D., Secretary. 


A Committee on Toxicology has been formed recently at 
A. M. A. Headquarters to study the health problem of house- 
hold chemical products. At a general conference on this prob- 
lem held by the Committee last September, various representa- 
lives of government, industry, and medicine repeatedly drew 
attention to the incidence of poisoning from drugs, especially 
those compounded in flavored form for children and familiarly 
known as “candy medications.” 

Among preschool-age children, the age group in which acci- 
dental poisoning is most frequent, drugs are reported to be re- 
sponsible for 33% of the fatal poisonings. It was also brought 
out at the conference that children’s death rates from the inges- 
tion of poisons are four times higher in the United States than 
in England, even though over-all death rates for both countries 
are generally comparable. 

The growing trend to disguise potent medicines as candy was 
viewed by some as a possible contributing factor to this high 
incidence of injury. Others felt that, unless reliable statistics 
demonstrate that candy medication is a major offender, it would 
be unwise to condemn this class of drugs merely because im- 
proved palatability has increased their attractiveness to children, 
The following report is intended as an evaluation of available 
information on the nature of candy medication and its influence 
on the incidence of poisoning in children. 


BERNARD E, CONLEY, Secretary, 
Committee on Toxicology. 


CANDY MEDICATION AND 
ACCIDENTAL POISONING 


Candy medication is a comparatively new development in 
therapeutics, although the concept of sweetened medicine is as 
old as the confections of the ancient pharmacopeias. Sugar 
tablets have been used as a vehicle for drugs by physicians for 
generations. Pharmacists have long recognized the need for 
pleasant medication and have used elixirs, syrups, and various 
masking agents to disguise the unpleasant taste of drugs; how- 
ever, these techniques, aimed at increasing the palatability of 
medicine, cannot be considered as forms of candy medication, 
at least as the term is presently employed. 

Candy medication is a modern drug development that was 
fostered by the experimental and clinical studies of Dr. Bernard 
Fantus in 1912. He formulated basic requirements for candy 
medication, such as sweetness, attractive color and form, pleas- 
ant odor, freedom from the slightest suggestion of medicinal 
taste, rapid disintegration in the mouth, and variety in dosage 
forms in order to satisfy the fastidious tastes of the sick child. 
Twenty years later the first mass-produced candy medicaments 
were cautiously introduced. Intensive promotion to both phy- 
sicians and the public increased their acceptance until they now 
constitute as much as one-third of the annual volume of certain 
types of drug sales (vitamins). 

Today, antibiotics, antiepileptics, antihistaminics, barbiturates, 
sulfonamides, salicylates, and vitamins are available as candy 
medications. These are dispensed as heart-shaped candy tablets 
(antiepileptic), lollipops and chewing gum (aspirin), rock candy 
(barbiturate), fruit-flavored syrups (sulfonamides), and as food 
additives in the form of a dispersible chocolate-flavored powder 
(antibiotic) and orange-flavored granules (vitamins) for addition 
to milk or breakfast cereal. Vivid colors, as well as variety and 
sweetness, are employed in candy-medicated formulas in order 
to increase acceptance and impart confidence in the young pa- 
tient. The end-result is not merely greater cooperation among 
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sick children but the cultivation of eagerness and anticipation 
for the sweet tablets or the flavorful liquids when the child is 
well again. 

The danger of children surreptitiously consuming an over- 
dose because of the sweetness of this type of medication was 
recognized by Fantus. To guard against this danger he cautioned 
fellow physicians against prescribing more of the sweetened 
medication than would constitute a safe dose if it were con- 
sumed all at one time. As candy medication found increasing 
acceptance, reports of illness and death in children who over- 
indulged in potent medication camouflaged as candy appeared 
in the medical literature. 

Some pediatricians have not adopted the use of these fine- 
flavored remedies because they consider them potentially danger- 
ous and unnecessary. They feel that unpleasant tasting medi- 
cine can easily be disguised by the nurse or mother at the time 
of administration, thus avoiding the risk of accidental ingestion 
of overdoses of candied drugs. Those opposing candy medica- 
tion also warn against the tendency to compound potent drugs 
in liquid form for children, because of the danger of inaccurate 
dosage. Other physicians view as dangerous the growing trend 
to flavor and package certain drugs to appear like candy. They 
feel that the manufacturers and dispensers of such preparations 
should continuously emphasize to physicians and the public that 
these are medicines, some of which are quite dangerous and none 
of which are candies in the usual sense. 


Although many physicians share this opinion, others feel that 
candy medicines are as acceptable as the many flavored elixirs 
and syrups that are traditionally employed to sweeten medica- 
tions for children and adults. Those in favor of candy medica- 
tion emphasize that taste itself does not appear to be the 
responsible factor in all cases of accidental poisoning in chil- 
dren, particularly since children seem to eat a number of non- 
edible substances without regard to flavor. They point out that 
accidents occur more frequently because drugs are left within 
the reach of children than because of the flavored form in which 
they are dispensed. 

The proponents of candy medication also contend that con- 
siderable difficulty may be involved in administering nonflavored 
medicines to sick or irritable children. Attempts to force un- 
palatable drugs on a protesting child may cause emesis with 
the possibility of aspirating vomitus. In view of the physical and 
psychic trauma that ordinary medicine may produce in un- 
cooperative young patients, physicians favoring sweetened medi- 
cation believe that its benefits outweigh any increased risk of 
accidental poisoning in children. 

Unfortunately, statistics on morbidity and mortality from 
poisoning in the United States are not sufficiently comprehensive 
and explicit to indicate the full influence of candy medication 
on accidental injury and death in children. Accident reports or 
death certificates seldom specify the dosage size or form of the 
drug. Often drugs involved in children’s accidents are identified 
only by a group designation such as barbiturate or narcotic. With 
the possible exception of aspirin, little or no comparative data 
are available on the number of accidents, production rate, and 
extent of distribution of flavored and unflavored forms of medi- 
cation. As aspirin is the most widely used medicament and has 
been available in flavored and unflavored form for over two 
decades, a review of accident statistics, sales records, and popu- 
lation changes over this period was made to determine the influ- 
ence of flavored aspirin on accidental poisoning in children. 

Since 1932, candy aspirin (acetylsalicylic acid) has been sold 
a$ a prescription drug, but only since 1948 has the flavored 
form of children’s aspirin been distributed as an over-the- 
counter remedy. This type of aspirin is sold largely through 
drugstores, where it now constitutes approximately 12% of the 
total aspirin sales. In the prewar period, when comparatively 
small amounts of candy aspirin were available, about 20% of 
the total aspirin fatalities occurred in preschool-age children. 
[In 1951, the latest year in which detailed mortality statistics 
have been compiled, 80% of the aspirin deaths occurred in 
children under 5 years of age. Viewed another way, five times 
“aS Many aspirin deaths (31) were reported in this age group in 
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1951 as were reported for the same group in an average year 
of the prewar period. In the periods under comparison, aspirin 
production nearly doubled, while the preschool-age population 
increased 70%. 

On the other hand, the sale of methy! salicylate for medicinal 
purposes and the number of fatalities from it have remained 
relatively constant. As oil of wintergreen (synthetic methyl 
salicylate), it is commonly used in liniments for minor muscular 
pains. In preschool-age children, it has a mortality rate 20 to 
25 times higher than that of the remainder of the population. 
This high incidence of fatal injury in the very young has been 
explained on the basis of its tempting odor, which the child 
associates with the wintergreen flavor of certain candy, chew- 
ing gum, and soft drinks. Official recognition of this hazard was 
recently announced with the promulgation of a regulation re- 
quiring a label warning that use other than as directed may be 
dangerous and that the article should be kept out of the reach 
of children to prevent accidental poisoning. 

The influence of candy medication on nonfatal aspirin poison- 
ing is more difficult to evaluate. Various hospitals and munici- 
palities have submitted records on poisonings to the Committee 
office from time to time, but few reports distinguish the type 
of aspirin consumed. The most complete data received are those 
prepared by the Chicago Poisoning Control Center. Of the first 
500 cases reported to the center, 84 were attributed to aspirin. 
Upon further investigation, flavored “baby” aspirin was directly 
implicated in 73 of the 84 cases; that is, flavored aspirin 
accounted for 14.5% of the total cases received by the center 
and 87% of the cases associated with acetylsalicylic acid 
ingestion. 

Although the foregoing reports do not represent conclusive 
evidence, they strongly suggest that flavored aspirin has con- 
tributed to an increase in accidental poisoning disproportionate 
to its availability. Although no comparably suggestive data have 
been reported for other types of drugs similarly compounded, 
the Committee feels that it is necessary to warn of the dangers 
of potent drugs in candied forms. The usefulness of flavored 
forms of medication to overcome or avoid resistance in young 
patients is recognized; however, the present casual attitude 
toward these products must be corrected, especially when it 
leads to indiscriminate use and careless storage. The public 
should be informed and constantly reminded that many of these 
products that are packaged and flavored to look like candy are 
in reality potent drugs, some of which can be dangerous with 
overdoses. 

CONCLUSIONS 

The predisposing factors underlying most cases of accidental 
poisoning are ignorance, carelessness, and ready access to a 
harmful drug. To reduce or eliminate these influences, various 
measures, such as precautionary labeling, safety containers, and 
even restrictive legislation, have been proposed. Each of these 
has merit, as demonstrated by experience in other fields. As a 
group, however, they are supportive rather than basic remedies; 
for example, general admonitions to “keep out of the reach of 
children” are needed on containers of drugs that are frequently 
misused, such as aspirin. For such admonitions to be fully effec- 
tive, however, consumer apathy to all label instructions must 
be combated. Safety devices such as packaging individual tablets 
jn tough plastic film, strong spring caps for tablet containers, 
and other types of protective closures may be deterrents to in- 
quisitive children, but they must be sufficiently inexpensive to 
invite public acceptance of products so packaged. Although re- 
strictive legislation is of value in establishing a minimum stand- 
ard of conformance for products, it usually has little direct 
influence on consumer practices. 

A basic cause of carelessness and negligence among users of 
drug products is the advertisement that states or implies a de- 
gree of safety not associated with the drug. Such advertising 
encourages an easy familiarity that too often engenders care- 
lessness. More often than not this carelessness is the result of 
a cultivated ignorance of the dangerous capacities of a drug 
rather than an inherent negligence on the part of the user. Recog- 
nition of this fact will be a major step toward improving the 
safe use of common household medicaments. 
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PROGRESS IN PSYCHIATRY 
GUEST EDITORIAL 
Lauren H. Smith, M.D. 


The emergence of psychiatry as an important part of 
medicine is marked by the amount of active therapy car- 
ried on in a field of medicine traditionally thought to have 
so little to offer in the way of therapeutic aid. This is true 
in both the functional and the somatic aspects. Psycho- 
therapy has become increasingly specific and organized, 
and psychoanalysis has steadily increased its impact on 
psychoses as well as on neuroses. But in the last three 
decades and especially in the latter portion of this period 
we find particular intensification of study and progress 
in those methods of therapy primarily directed at the 
soma itself. Not to consider further the advances in suc- 
cess of psychotherapy but to examine more carefully the 
possibilities in somatic therapy might be heartening. We 
find new activities and approaches in pharmacological 
therapy, more scientific utilization of electrostimulation, 
continued use of insulin coma therapy, and an established 
but conservative use of psychosurgery. 

In the pharmacological division, where many sedatives 
are introduced, it is interesting to see that skilled physi- 
cians tend to depend largely on the simpler sedatives such 
as phenobarbital and amobarbital (Amytal) sodium. 
Even though many new drugs have been introduced in the 
sedative class familiar preparations are aiding in the 
handling of tension states, especially in areas associated 
with psychosomatic medicine. The stimulants, as typified 
by the amphetamine (Benzedrine) group and thyroid, 
although not of particular value as euphoriants in psy- 
chotically depressed or underactive patients, nevertheless 
are worth while for outpatients exhibiting a mild degree 
of depression or retardation. Nicotinic acid in large doses 
for agitated senile or arteriosclerotic patients is appar- 
ently somewhat definitely effective, although not to a pro- 
nounced degree. Carbon dioxide, as a physiological 
agent, though dropped from consideration about 30 years 
ago as being of no value, has been found to be of some 
use as a mild aid in treating anxiety states and in some 
psychosomatic and tension syndromes. 

By far the most striking experience in the pharmaco- 
logical division of psychiatry is found in two new drugs of 
recent introduction, namely, chlorpromazine [10-(y- 
dimethylaminopropyl) -2-chlorophenothiazine hydro- 
chloride] and reserpine (from Rauwolfia serpentina). 
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When these drugs are used in certain divisions of general 
medicine, their greatest contribution seems to be in the 
field of psychiatry, where there is widespread experimen- 
tation at the present time. As may be expected, the en- 
thusiastic therapist is finding more striking results than 
the conservative doubting Thomases who have unfortu- 
nately been exposed to cures for depression many times 
before and who desire to follow groups of patients for a 
year or two to ascertain more fully what final conclu- 
sions may show. In any event, these two drugs without 
question have brought some kind of effect on depression 
and tension syndromes that has not occurred with any 
other medication. In the majority of instances they seem 
to have a moderate tranquilizing effect in overactivity 
syndromes, such as agitated depressions and manias. 
Results in retarded depressed patients and in underactive 
schizophrenics have not been remarkable. These drugs 
may be given orally and parenterally and usually have to 
be administered for several weeks before there is a no- 
ticeable effect. They produce physiological side-reactions 
in a number of cases and must be administered under 
fairly close medical supervision, particularly in the initial 
phase. It seems likely that chlorpromazine may find a 
permanent place, particularly in those cases in which 
other types of sedation or electroshock are contraindi- 
cated; for example, it has been found to be of benefit in 
patients with severe cardiac disease who are agitated or 
in manics when electroshock may not be used. It would 
not appear that this drug will replace electroshock to any 
great extent. Reserpine seems to have less effect than 
chlorpromazine on the patient’s psyche; its effect is slower 
in appearing but is more sustained. It is not certain that 
either of these drugs has successfully aborted an attack, 
and both can best be used in syndromes whose natural 
history indicates a spontaneous remission, such as 
periodic attacks of excitement or agitation. These drugs 
contribute to the comfort of patients and may do their bit 
in reducing hospitalization for some of the patients who 
heretofore have not been easy to manage well at home. 
Electrostimulation, by far the most dramatic of so- 
matic modalities, has been bringing symptomatic relief to 
hundreds of thousands. Probably it is the most significant 
treatment technique developed in psychiatry in the past 
50 years, especially in terms of its economic and social 
benefit. Electroconvulsive therapy, as a term, is now used 
more often than electroshock therapy. It is quite the treat- 
ment of choice in most cases of involutional psychotic 
depressive reactions, being quicker and more beneficial 
in quieting overactive and agitated patients. Sometimes 
it is used in conjunction with insulin therapy; sometimes 
it is helpful with psychotherapy in rendering the patient 
accessible to treatment. Electrostimulation as a technical 
development has reduced complications and provided an 
ever-widening area of applicability. Even though statis- 
tics vary tremendously, most all agree that electrostimula- 
tion, in its various forms, is effective in shortening the 
duration of an episode of illness and of hospitalization. 
Insulin coma therapy has been used in the treatment 
of schizophrenia for nearly 20 years. The general con- 
sensus is that it is an effective agent in altering the im- 
mediate outlook of the disease. Follow-ups at the Penn- 
sylvania Hospital, Philadelphia, show 67% improvement 
on recovery rate immediately after treatment; 5 years 
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after treatment, 32% improved or recovered; and 10 
years after, 32% ; but at 14 years only 20% had improved 
or recovered. There is some question as to whether the 
higher cost of insulin coma therapy justifies its continu- 
ance, but few good comparative studies have been made. 
It is the impression, however, that it does produce a 
slightly better and longer lasting effect than electrocon- 
vulsive therapy. This is one of the areas in which more 
accurate research follow-up studies are needed for com- 
parative purposes. 

It is apparent that, after more than 18 years of highly 
charged debates among psychiatrists, neurologists, and 
neurosurgeons, “psychosurgical” procedures are well 
established in the therapeutic armamentarium used 
against psychiatric illnesses. After probably more than 
30,000 operations in the United States alone, interrupting 
nerve pathways of the brain has not become the panacea 
as championed by some nor has it produced a grotesque 
horde of amoral automatons as feared by others. The fre- 
quency with which this type of treatment has been used 
apparently reached a peak in 1949, declining slightly 
thereafter. Whatever the procedure used to interrupt the 
functioning of the thalamofrontal pathways, the most 
usual effect is to decrease the patient’s tension, anxiety, 
and dread through decreasing his self-concern. Although 
some spectacular results have been found in the incapaci- 
tated obsessive-compulsive neurotics, lobotomies have 
been done most frequently with the hospitalized psychotic 
because it is a procedure with attendant operative risk, 
complications, and personality damage. 

It is not easy to say just how beneficial psychosurgery 
is. When the claims and counterclaims are made by the 
many modifiers of the prefrontal lobotomy concerning 
their particular modification, a conclusion must be 
reached that the difference may be more one of degree 
than of kind. There appears to be a better correlation of 
the results with the amount of destruction than with site 
of the destruction. The use of lobotomy should be con- 
sidered only in those instances in which all resources and 
aids, such as somatic treatment, psychotherapy, social 
service handling of the home situation, and all ancillary 
services can be included in the planned program. 

Actually, all these somatic treatments are providing 
rather dramatic and extensive results with patients, yet 
the follow-up studies on the results tend to parallel each 
other and to duplicate each other percentage-wise. It is 
likely that there is more actual difference in the results 
than is apparent, and probably what needs to be refined 
more than the treatments are the research techniques and 
evaluations involved. To recapitulate, it may be fair to 
state that a few pharmacological preparations are now 
consistently altering mental and emotional conditions. 
Electrostimulation with many new refinements in tech- 
nique is more helpful specifically in depressive states with 
fewer troublesome side-effects. Insulin coma therapy re- 
tards the illness or shortens hospitalization, aiding and 
abetting therapeutic endeavors, in psychotherapy. Psy- 
chosurgery has leveled from its overenthusiastic begin- 
ning, and in conservative hands may contribute a greater 
degree of mental health, peace, and relaxation to the 
Clinical syndromes of the most troubled psychotic pa- 
tients when they are thoughtfully selected. Difficulties in 
terminology, in measuring accurately, and in standards 
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applied make our evaluations in treatments crude, but it 
is known that when there is active treatment patients do 
not stay in hospitals as long as they formerly did. 


LEAD POISONING 


Lead poisoning in infancy is a serious insidious disease 
with clinical characteristics that render its diagnosis diffi- 
cult and sometimes uncertain, even in skilled and expe- 
rienced hands without the aid of specific and appropriate 
analytical procedures. Mellins and Jenkins (this issue, 
page 7) call attention to the fact that when several cases 
occur within a short time among children an epidemic of 
viral encephalitis may be suspected. The correct diag- 
nosis depends largely on considering lead poisoning as a 
possibility and looking for positive signs. Confirmation 
or exclusion of the occurrence of a dangerous degree of 
lead absorption may be accomplished by the determina- 
tion of the concentration of lead in the whole blood. The 
confirmation, but not the exclusion, can be achieved at 
times, but not always, by the analysis of appropriate sam- 
ples of urine, but the analysis of the blood is much the 
preferable diagnostic procedure in the case of children. 
The diagnosis may be confirmed or excluded, post mor- 
tem, by the analysis of suitably selected tissues. Other 
laboratory evidence, as indicated below, provides pre- 
sumptive, but not conclusive, evidence of the absorption 
of dangerous quantities of lead. In Mellins’ and Jenkins’ 
series positive or suggestive radiographic evidence was 
found in every case. Sobel and Burger * working with rats 
found that when lead was fed to rats the lead in the blood 
came from the diet but when the feeding of lead was 
stopped the lead in the blood came from the bones. When 
lead was being fed the addition of vitamin D to the diet 
increased the rate at which lead was deposited in the 
bones, and, when no lead was being fed, a high-calcium, 
low-phosphorus diet caused the most rapid loss of lead 
from the bones. 

In the 1920's lead colic was treated with purgatives, 
enemas, antispasmodics, and analgesics. More recently 
dimercaprol has been used but has fallen short of ex- 
pectations.’ If it is given during an attack of lead colic it 
may aggravate the pain and precipitate encephalopathy 
and anuria. Cortisone and corticotropin usually relieve 
the pain of lead colic for a few hours but do not influence 
lead metabolism. They can, therefore, be considered only 
as useful adjuncts to more effective therapy. 

Edathamil calcium-disodium, the calcium disodium 
salt of ethylenediaminetetraacetic acid, has given the phy- 
sician his first opportunity to remove lead from the pa- 
tient’s system even during the severe phase of lead en- 
cephalopathy without causing an exacerbation of symp- 
toms.* In this compound the lead replaces the calcium, 
forming the lead derivative, which is rapidly eliminated 
in the urine. The lead derivative has been fed to animals 
in amounts that would cause fatal lead poisoning if the 
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lead were not strongly bound, and the animals have 
promptly eliminated the compound without any harmful 
effect. Patients treated with edathamil calcium-disodium 
show improvement even when the blood level of lead is 
at its peak. Although the wave of enthusiasm that has 
greeted the use of this new compound appears to be 
justified, there is good reason not to turn to it as a pro- 
phylactic measure in industries where exposure to lead 
is a hazard. To be effective as a prophylactic agent the 
edathamil calcium-disodium would have to be given con- 
tinuously, and such a course might be fraught with un- 
known dangers.‘ Cotter ° raises the point that the com- 
pound might remove from the blood some other trace 
elements necessary to normal metabolism. 

In the treatment of lead poisoning Belknap and Perry ° 
have found that regardless of the amount of lead in the 
system the excretion of lead reaches a peak in 24 to 48 
hours after treatment with edathamil calcium-disodium 
is started, and for this reason they advise giving the com- 
pound for two days and omitting it for five days, repeat- 
ing this cycle until the pathological deposits have been re- 
moved. Used thus to eliminate the poison and using cal- 
cium gluconate or hormonal treatment as an adjunct to 
relieve colic, the new compound should prove to be a 
lifesaving addition to modern chemotherapy. 


DANGER FROM CANDY MEDICATION 


The initial report of the Committee on Toxicology, 
presented in this issue of THE JOURNAL (page 44) evalu- 
ates the dangers of candy medication. A distressing num- 
ber of deaths among preschool-age children are caused 
by the accidental ingestion of lethal quantities of drugs. 
The influence of most forms of candy medication on the 
incidence of poisoning cannot be precisely determined be- 
cause of the few data available for proper judgment. 
Salicylate intoxication in young children is one of the few 
areas in which comprehensive statistics are available. 

A considerable increase in aspirin poisoning in chil- 
dren under 5 years of age has occurred with the wide- 
spread use of flavored forms of the drug. This increase is 
disproportionate to the increase in population in the af- 
fected age group, and it occurred after World War II when 
flavored aspirin became readily available as an over-the- 
counter remedy. Although no comparable data have 
been reported for other types of candy medicaments, the 
Committee on Toxicology feels the statistics on salicylate 
poisoning to be sufficiently suggestive as to warrant a 
caution about the dangers of potent drugs in candy form. 
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The need for special children’s medicaments that have 
taste and eye appeal is recognized; however, the use of 
packages, labeling, and dosage forms that are commonly 
associated with candy and that inconspicuously identify 
the product as a drug invite carelessness in storage and 
use. The public should be informed and constantly re- 
minded that many of these products that are packaged 
and flavored to look like candy are in reality potent drugs, 
some of which can be dangerous with overdoses. 


THUMBSUCKING 


There seems to be no general agreement as to the harm- 
ful effects of thumbsucking. English and Pearson * state 
that there is no proof that thumbsucking deforms the jaws 
and that the belief that it does is a popular superstition. 
In a study extending over several years, Sillman * made 
several casts of the teeth of 60 children, 20 of whom were 
thumbsuckers, and concluded that thumbsucking causes 
a displacement of oral structures in some children. It is 
necessary here to differentiate between the gentle inser- 
tion of the thumb part way into the mouth accompanied 
by mild sucking (which is of no practical importance ) 
and insertion of the whole thumb deep into the oral 
cavity accompanied by vigorous and prolonged sucking. 
Reports by dentists agree that persistent thumbsucking 
causes deformity of the jaw. Mack * found that as little 
as 50 gm. of continuous pressure over 12 hours will cause 
measurable displacement of a tooth and that thumbsuck- 
ing, a form of pressure, may cause the “open bite” type of 
malocclusion as well as constriction of both dental arches. 
Using serial casts, Ruttle and his co-workers * reached 
similar conclusions. Dentists generally agree, however, 
that, if the habit is discontinued between the ages of 4 and 
5 or before eruption of permanent teeth, any deformity 
that may be present is spontaneously corrected. 

Levy ° asserts that most children who did not suck their 
thumbs after they were a year old either had been fed on 
demand or had been given pacifiers in their first year and 
that most of those who persisted in thumbsucking beyond 
their first birthday had been fed on a rigid schedule. Often 
the nursing period had been strictly limited to 15 minutes 
and no pacifiers had been allowed. In these children, ac- 
cording to Levy, the normal need for sucking was trans- 
ferred to the thumb. Sullivan ° thinks that unless the habit 
persists past the second birthday it is probably not signifi- 
cant but that in older children it is a sign that the child is 
tired, ill, frightened, angry, or frustrated. These views, 
though interesting, as yet lack adequate proof, and many 
strongly disagree. The best treatment for thumbsucking 
is prevention, but not necessarily forceful inhibition of the 
habit. Elbow splints, punishment, ridicule, and putting 
bitter solutions on the thumb will, according to some, in- 
crease the child’s frustration and aggravate the underlying 
cause. If every effort is made during infancy to allow full 
satisfaction of the child’s sucking needs, to foster a sense 
of security, and to ignore thumbsucking in the first year 
or even later if it occurs only when the child is going to 
sleep, the habit is not likely to persist. If it does persist, 
measures are indicated to improve the child’s adjustment 
to his environment. If the parent can create a calm emo- 
tional environment, the child will break himself of the 
habit without prodding. 
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REPORTS OF OFFICERS 


The following reports will be presented to the House of 
Delegates of the American Medical Association at its session to 
be held in Atlantic City, N. J., in June. 


REPORT OF THE BOARD OF TRUSTEES 


To the Members of the House of Delegates of the American 
Medical Association: 


The following report of the Board of Trustees is respectfully 
submitted: 
Financial Statement 


The official 1954 reports of the Treasurer and the Associ- 
ation’s auditors are appended as a part of this report. 

Constituent state and territorial medical associations reported 
1954 American Medical Association membership dues collec- 
tions of $3,154,239. This figure, which represents slightly more 
than 99% of the potential dues collections, is the highest of 
any previous year. 

Receipts from subscriptions to THe JouRNAL and to the 
specialty journals, which also include an allocation of dues for 
member copies, together with Today’s Health, aggregated 
$3,497,020, compared with $3,475,169 in 1953. 

Advertising revenues continued an upward trend in 1954, 
The total advertising revenues from all publications in 1954 
amounted to $3,758,246. The total in 1953 was $3,508,585, an 
increase of $249,660. Of this amount THE JouRNAL gained 
$216,008, the group of specialty journals $3,754, and Today’s 
Health $29,898. 

Investments of the Association earned $212,461 in 1954, 
compared with $213,007 in 1953. The over-all yield approxi- 
mated 2.9%, the same as Jast year. 

Miscellaneous receipts indicated as $64,813, compared with 
$69,235 in 1953. 

The cost of printing and publishing Association periodicals, 
books, and pamphlets amounted to $4,682,039 compared with 
$4,267,545 in 1953, a difference of $414,494. About 6.5% of 
the difference represents an increase in costs. The remainder, 
3.2%, represents a larger production of printed material in 1954, 
reflecting particularly the monthly circulation of Today’s Health, 
of which 256,000 copies of the January, 1954, issue were printed, 
compared with 365,000 copies of the December issue. The over- 
all larger production can be visualized in a comparison of paper 
consumption in 1954, which amounted to 6,060 tons, compared 
with the 1953 usage of 5,800 tons. 

Expenditures of councils, bureaus, and related activities 
totaled $3,504,084 in 1954, compared with $3,251,330 in 1953. 
The increase of $252,754 reflects principally added assignments 
but also higher operational costs of many activities, a complete 
list of which appears in schedule 2 of the auditors’ report. 


Retirement salaries of $42,017 were paid in 1954 in addition 
to the Association contribution of $96,144 to the Employees’ 
Annuity Plan, the latter amount equal to about 2% of salaries 
and wages paid in 1954. The amount paid in 1953 was $45,507 
and $90,000 respectively. Retirement plans for employeés place 
the Association in a more favorable position to meet the com- 
petition for capable personnel. 

The Annual Meeting in San Francisco and the Clinical Meet- 
ing in Miami cost $105,721 after credit for the sale of commer- 
cial exhibit space. In 1953 the net cost of the meetings that were 
held in New York and St. Louis amounted to $77,966. 


Cash discounts allowed to others exceeded the cash discounts 
allowed to the Association by $56,145. The net increase of 
$1,498 over the prior year reflects the higher advertising billing 
figure attained by Association periodicals in 1954, which is sub- 
ject to cash discount terms. 

Unallocated depreciation and taxes amounting to $29,746 
represents depreciation of $26,228 on office equipment at head- 
quarters and local tax in the amount of $3,517. The total in 


1953 amounted to $25,591. Depreciation on the building and 
on machinery is a direct charge to operations and is not included 
in this amount. 

Legal expense amounted to $85,131 in 1954, compared with 
$51,788 in 1953. 

An amount of $100,000 was appropriated out of 1954 income 
as a contribution to the American Medical Education Founda- 
tion. This brings the Association contributions to $2,100,000 

Gross income increased to $8,840,316 from $8,522,469 in 
1953. Operating costs and other deductions rose to $8,604,884 
from $8,274,376. Income in excess of expenses in the year 1954 
amounted to $235,432, compared with $248,094 in 1953. 

Expenditures for new equipment approximated $60,000, 
largely replacements, and about $10,000 was expended in 
improving the facilities in the headquarters building. 

Association properties and equipment after allowance for de- 
preciation and the exclusion of land had a net book value of 
$1,704,585 at the end of 1954, equal to about 50% of the 
original cost. 

The reserve for depreciation has been increased to $1,706,310 
from $1,623,064 to correspond with the provision for depreci- 
ation on the properties of the Association in 1954. 

The cost value of marketable securities on Dec. 31, 1954, 
amounted to $5,885,030 exclusive of $7,494,100 in securities 
held in the American Medical Association Research Fund. The 
total of $7,379,130 compares with $7,293,724 in securities on 
Dec. 31, 1953. A general classification of the securities may be 
found in the appended balance sheet. 

Marketable securities on Dec. 31, 1954, in the amount of 
$5,885,030 represent investments of: 


INES Deb nsedacntnscsdescdcsvceceseseveuvestueses $1,875,080 
REDO EIOE BINGO FOB. csv cccecessececccesecccecees 850,000 
eg ee ee 1,000,000 
ee - 150,000 
Equipment Modernization Reserve Fund............... 700,000 
Depreciation BMeserve WORE, ..ccccsccscccsscesececesecs 1,710,000 
American Medical Education Foundation Reserve Fund 100,000 


Report on Matters Referred by House of Delegates 


Report of Committee on Medical Practices —tThe Board of 
Trustees has received a report from the Special Committee on 
Medical Practices, which was appointed to study the basic causes 
of fee splitting and other unethical practices that have been the 
subject of adverse publicity for the profession. The committee 
recognized that any effort to determine the incidence or geo- 
graphical spread of such practices would be prohibitively expen- 
sive. Its method of study was therefore through interviews with 
doctors and patients. It was primarily a qualitative rather than 
a quantitative study, and the interviewers frequently spent hours 
with those being interviewed. The committee continued its re- 
search to a point where it felt that further interviews would only 
produce a repetition of the results obtained. Analyzing its find- 
ings, the committee arrived at certain general conclusions and 
offered several recommendations (sections |, 2, and 3), 


SECTION 1 

The committee found general agreement among doctors that 
there are greater financial rewards for the practice of surgery 
than for the practice of medicine. This discrepancy results from 
a low public evaluation of medical and diagnostic services as 
compared to high public evaluation of surgery. Recognizing this 
inequity, some surgeons willingly split their fees with other 
physicians in an effort to correct personally the resulting 
economic injustice. The higher surgical fee also creates intense 
competition for surgical patients. Some surgeons offer, or feel 
themselves forced to submit to demands for, a split of the sur- 
gical fee “to meet the competition.” Once this practice takes 
hold in a community, more and more surgeons feel obliged to 
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adopt the practice. Further, the committee found that the re- 
strictions of some surgical specialty boards work an economic 
hardship on the young surgeon. He has little or no referred 
work and is permitted to do no general practice. He sometimes 
feels that he is forced into fee splitting to do enough surgery 
to use his training, to pay his overhead, and to support his family. 
Arbitrary hospital restrictions on general practitioners, where 
they occur, create another set of economic hardships and frank 
hostility, particularly among those with special training in sur- 
gery that they are not permitted to utilize. As a result, some 
demand a split of the surgeon’s fee. 

If these factors are the basic economic causes of fee splitting, 
the committee can see little hope of ending the practice with 
plans imposing more oaths, rules, restrictions, CPA audits, and 
inspections. Such plans have the single advantage of providing 
the doctor who wants to stop splitting fees with the support of 
a like-minded group. But there is a long human history of broken 
oaths and regulations where law does not conform to the realities 
of a situation. The committee recommends, therefore, a four 
point program to attack these basic economic causes of fee 
splitting: 

1. That a subcommittee of the Committee on Medical Prac- 
tices be created to begin work on a relative value scale for the 
whole of the practice of medicine and surgery. Such a committee 
could begin with the relative value scale produced by the thoracic 
surgeons (the only group that, as far as can be determined, has 
produced such a scale) and develop and broaden this approach, 
calling in as consultants representatives of general practice and 
all the specialties, as well as using the services of such non- 
medical advisors as are needed. The scale it would produce 
would be in points, not in dollars. It would be an indication for 
both doctors and the public of the proper relation between fees 
for various medical and surgical services. Its existence would 
be of interest to underwriters of health insurance and to all 
organizations, both medical and nonmedical, that are concerned 
with fee schedules. As it proved its usefulness and as more and 
more people became aware of it, the economic inequities that 
foster fee splitting would probably decrease. 

2. That a program of public education on the value of diag- 
nostic and medical work be fostered by the Department of 
Public Relations of the American Medical Association to in- 
crease public appreciation of nonsurgical work. 


3. That the American Medical Association communicate to 
the specialty boards the findings of this survey, encouraging the 
boards to reappraise the value of their regulations restricting 
the practice of those seeking or holding board certificates (with 
consideration of the removal of the restrictions in keeping with 
good medical practice). 

4. That the American Medical Association continue to dis- 
courage arbitrary restrictions by hospitals against general practi- 
tioners as a group. 


SECTION 2 

The committee’s study included some analysis of the public 
feeling toward the profession. The committee found that many 
of the causes of public feeling against the profession, where it 
exists, are already being treated by the well-conceived public 
service and public information programs of the Department of 
Public Relations of the American Medical Association and of 
many state associations and county societies. The committee 
suggests that to strengthen these programs prominent and re- 
spected lay persons, such as judges, clergymen, and other civic 
leaders, should be invited to sit in with medical committees in 
handling the work of public protection and public service. This 
arrangement would bring public attitudes to the profession and 
provide disinterested testimony when the profession is unjustifi- 
ably attacked. 

The committee pointed out two further areas in which mis- 
understanding underlies present evidence of public disaffection. 
Too many people think of medicine as an exact science and 
expect the doctor to be infallible, and the public is confused 
about the dedication of doctors, feeling disappointment and 
often anger when the doctor reveals his normal and reasonable 
self-interest. 








J.A.M.A., May 7, 1955 





SECTION 3 


The committee also studied the disciplinary system of medi- 
cine. A survey was made of various county societies to determine 
to what extent they were assuming responsibility for the main- 
tenance of- ethical standards of their members. The committee 
found some of the counties fulfilling their obligations, while 
others showed a lack of activity. 

The committee believes that the profession might find the 
matter of self-discipline less vexing if some differentiation could 
be established between judgments of competence and judgments 
of ethics. It is logical that the hospital be the setting for evalu- 
ating a man’s competence in his work. Ideally, the hospital 
should provide the teaching environment in which a doctor could 
grow and learn from other doctors. Once the question of com- 
petence is evaluated, however, there still remains the possibility 
that a man is not honest. If he is dishonest in the considered 
opinion of his peers, he should be dealt with in some more 
conclusive fashion than the mere rescinding of privileges. He 
should be removed from the company of ethical physicians and 
be deprived of their tacit endorsement. 

The committee recommends that the Board of Trustees insti- 
tute a study of procedures which might be used to protect the 
public from unethical practices and to protect the good name 
of the profession. 


CONCLUSIONS AND RECOMMENDATIONS OF THE 
BOARD OF TRUSTEES 


The Board of Trustees has given serious consideration to the 
report of this special committee. The vast majority of physicians 
are honest and sincere, but there are those who, because of 
dishonesty or because of economic or financial pressure, dis- 
regard standards of ethics and flaunt the fundamental principles 
of right and wrong. These are the ones who reflect discredit on 
the entire profession. 

The committee has suggested two general courses of action 
that can be taken in the effort to combat unethical practices: 
(1) to remove the factors that tempt physicians to be unethical, 
and (2) to discipline those who are guilty. 

During recent years considerable activity has been carried 
on in these two fields by the profession through various councils 
and committees and the Department of Public Relations of the 
American Medical Association and through local and state 
mediation and grievance committees, but it is evident from the 
report of the committee that the work needs to be continued and 
to be intensified. 

The Board would encourage other specialty groups or some 
county or district medical societies to conduct a study of a 
“relative value scale” such as has been produced by the thoracic 
surgeons. The Board believes that such pilot studies should be 
made before any extensive study on a national level is attempted. 

In line with the recommendations of the committee, the Board 
has instructed the Department of Public Relations to incorporate 
into its educational program (1) an explanation of the value of 
diagnostic and medical work and procedures, and (2) an inter- 
pretation of the place of the physician in society—that he is a 
member of a profession whose prime object is to render service, 
but that he is also an individual who makes his living from his 
work and, like other men, is worthy of his hire. 

The Board is determined that the public and the good name 
of the profession shall be protected from the small minority of 
physicians who engage in unethical practices. Mediation com- 
mittees must be encouraged to fulfill their obligations, and they 
might well adopt the recommendations of the committee with 
reference to soliciting the support of leaders outside the pro- 
fession. County and state societies must be stimulated to put 
their own houses in order when it becomes necessary. The Joint 
Commission on Accreditation of Hospitals must be encouraged 
in its efforts to effect and maintain high standards of professional 
work in hospitals. 

The Board is assured that the Judicial Council of the American 
Medical Association is making a continuing study of those pro- 
cedures that can be further developed within the framework of 
the Association to promote ethical practices and to stamp out 

unethical procedures. 

In compliance with the request of the committee, the Board 
is sending a copy of this statement to the various specialty 
boards with the request that they give it careful study. 
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In conclusion, the Board wishes to express its sincere thanks 
and appreciation to Dr. Stanley R. Truman, the chairman, and 
to the members of the special committee for their work and for 
the stimulating report they have presented. 

Federal Civil Defense Administration.—At the Miami meeting 
the Board recommended that no definite action be taken on the 
resolution introduced in June, 1954, by Dr. Paul D. Foster, 
California, which advocated the abolition of the Federal Civil 
Defense Administration and the transfer of its functions to the 
Department of Defense, until after a review had been made of 
the report of the Commission on Reorganization of the Execu- 
tive Branch of the Government (Hoover commission). 

At its meeting in March, 1955, the Board reconsidered the 
resolution and the Hoover commission recommendations in this 
area and wishes to recommend that the previous position of the 
House, adopted in June, 1954, be reiterated, i. e., that the Health 
Division of the Federal Civil Defense Administration be re- 
examined by the administrator with a view to elevating it to the 
status Commensurate with its obligations and responsibilities, 
and that the decision as to the eventual placement of that ad- 
ministration within the framework of the government should be 
left to the Congress. 

Geriatrics —Consideration was given to the resolution intro- 
duced by Dr. James Z. Appel for the Pennsylvania delegation at 
the Miami meeting and to the report of the reference committee 
requesting the Board to consider the creation of a committee 
on geriatrics. The Board recommends that action on the resolu- 
tion be deferred until the report of the Commission on Chronic 
Illness is available. 

Grievance Committee Standards—lIn accordance with the 
directive of the House of Delegates at its meeting in Miami, the 
Board appointed the following committee to study and make 
recommendations relative to the promulgation of standards to 
be used as a guide in the organization and functioning of 
grievance or mediation committees in the constituent state and 
component county medical societies: Drs. J. P. Culpepper Jr., 
Chairman, Hattiesburg, Miss.; Frank D. Costenbader, Washing- 
ton, D. C.; Keith Frankhauser, Avon, Ill.; Cleon A. Nafe, 
Indianapolis; and George A. Unfug, Pueblo, Colo. 

Mailing List of Washington Letter—A thorough review of 
the present mailing list of the American Medical Association 
Washington Letter was made by the Board. This included the 
history of the Letter, circulation estimates, mail classes, analysis 
of circulation, congressional district analysis, and cost summary. 
On the basis of that review the Board recommends that the 
present mailing list of the Washington Letter be not expanded, 
as recommended by the Reference Committee on Legislation 
and Public Relations in Miami. 


Problems in Oral Surgery —The Board of Trustees presents 
the following report of its Committee on Problems in Oral 
Surgery, with which one member dissents, and wishes to report 
that the Board concurs in the recommendations made therein: 

The Committee on Problems in Oral Surgery met on Feb. 5, 
1955, the following members being present: Drs. Leonard W. 
Larson and Gunnar Gundersen. Absent members were Drs. 
Walter B. Martin, Paul W. Greeley, and Lawrence R. Boies. 
Dr. Boies was represented by Dr. Gordon F. Harkness. Dr. J. G. 
Kostrubala was present as the representative of the American 
Society of Maxillofacial Surgeons. The American Dental Associ- 
ation was represented by the following persons: Drs. D. F. 
Lynch, president; Donald Kingsbury, president-elect; Leslie M. 
Fitzgerald; James R. Cameron; Fred A. Henny; Paul Jeserich; 
O. J. McCormack; and Harold Hillenbrand, secretary. 

The purpose of the meeting was to conciliate, if possible, the 
definition of oral surgery as adopted by the House of Delegates 
of the American Medical Association at its June, 1953, meeting, 
and the definition of the American Dental Association. 

Following is the definition approved by the House of Dele- 
gates: 


+ . . that the oral (dental) surgeon be assigned to a surgical service 
of a hospital and perform such professional duties as the chief of the 
Surgical service directed. 

Dental-oral surgery is to be limited to the diseases of the teeth and jaws 
and lesions of contiguous soft tissue related to diseases of the teeth and 
jaws but excluding malignancies. 
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This action established a definition of dental-oral surgery as 

far as the American Medical Association is concerned. Sub- 
sequently the American Dental Association defined the specialty 
of oral surgery as follows: 
The specialty of oral surgery is that part of dental practice which deals 
with the diagnosis, the surgical and adjunctive treatment of the diseases, 
injuries and defects of the human jaws and associated structures. 
The scope of the specialty of oral surgery shall include the diagnosis, 
the surgical and adjunctive treatment of the diseases, injuries and defects 
of the human jaws and associated structure within the limits of the 
professional qualifications and training of the individual practitioner and 
within the limits of agreements made at the local level by those concerned 
with the total health care of the patient. 

The special committee of the Board of Trustees in April, 
1954, saw no reason to dispute the wording of the definition 
that the American Dental Association had adopted and so 
reported to the Board of Trustees of the American Medical 
Association. The action of the committee was reported by the 
Board as part of its report to the House of Delegates at the 
meeting in San Francisco in June, 1954. The report was referred 
to the Reference Committee on Medical Education and Hos- 
pitals, which recommended that (1) no action be taken in regard 
to the definition approved by the Board, and (2) the Board of 
Trustees appoint a committee representing all interests involved, 
including the Section on Laryngology, Otology and Rhinology, 
for the purpose of developing mutual understanding and agree- 
ment in regard to this important matter. The reference committee 
report was adopted by the House. 

The purpose of the present committee is to endeavor to 
develop this mutual understanding and agreement. On Feb. §, 
1955, at a meeting of the committee with the interested parties, 
prolonged discussion was engaged in by all, with the following 
results: The representatives of the American Dental Association 
were adamant in their refusal to deviate from the definition that 
their group had made. The group was not willing to accept the 
definition that the House of Delegates of the American Medical 
Association had adopted in June, 1953. In effect, no progress 
can be reported as a result of a long discussion. 

It would seem to the special committee of the Board of 
Trustees that there is no good reason for the American Medical 
Association to define oral surgery. The Joint Commission on 
Accreditation of Hospitals has, for over two years, defined the 
place of dental-oral surgery in the hospital picture, which is 
entirely satisfactory to the American Dental Association. This 
question, however, is not an issue in the present controversy. 
A careful search of the Proceedings of the House of Delegates 
during the past years fails to disclose any evidence to the effect 
that the American Medical Association has attempted to define 
the scope of activities of the various specialty groups within 
the field of medical practice, nor has it attempted or sought to 
define the scope of activities in the paramedical groups, including 
optometry, osteopathy, podiatry, etc., except as these groups 
have defined their own special fields of activity. It would, there- 
fore, seem to your committee that there is no good reason for 
the House of Delegates to lay down a definition of dental-oral 
surgery, any more than it should attempt to define the scope of 
activity of any other specialty group. 

The recommendation of the committee, therefore, is that it 
be recommended to the House of Delegates of the American 
Medical Association that the definition of dental-oral surgery 
as adopted in June, 1953, be rescinded. The reason for this 
recommendation is that there does not seem to be any possibility 
of reaching any agreement with the dental group in the light of 
the definition of oral-dental surgery established by the House 
of Delegates of the American Medical Association in June, 1953. 

The dissenting member, Dr. Lawrence R. Boies, Minneapolis, 
submitted a minority report, the pertinent paragraph of which is 
to the effect that it is his personal conviction that the definition 
of dental-oral surgery adopted by the House of Delegates in 
June, 1953, should not be rescinded. 


Annual and Clinical Meetings 

The following dates and places have been approved for annual 
and clinical meetings of the Association: 

Annual Meetings: 1956—Chicago, June 11-15; 1957—New 
York, June 3-7; 1958—San Francisco, June 23-27; 1959— 
Atlantic City, June 8-12. 

Clinical Meetings: 1955—Boston, Nov. 29-Dec. 2; 1956— 
Seattle, Nov. 27-30; 1957—Philadelphia. 
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Supplementary Report 


It is expected that a supplementary report on certain of the 
foregoing subjects, as well as on others that have been referred 
to the Board of Trustees by the House of Delegates, will be 
available for presentation at the first meeting of the House in 
Atlantic City. 

Respectfully submitted, 


DwiGcuHt H. Murray, Chairman. 
GUNNAR GUNDERSEN, Vice Chairman. 
EDWIN S. HAMILTON, Secretary. 
DavipD B. ALLMAN. 

F. J. L. BLASINGAME. 

LEONARD W. Larson. 

JAMES R. McVay. 

THOMAS P. MuRDOCK. 

JULIAN P. PRICE. 

WALTER B. MArTIN. 

ELMER HEss. 


AUDITOR’S REPORT 


The Board of Trustees 
American Medical Association: 


Feb. 18, 1955 


We have examined the balance sheet of the American Medi- 
cal Association as of Dec. 31, 1954, and the related statement 
of income for the year then ended. Our examination was made 
in accordance with generally accepted auditing standards, and 
accordingly included such tests of the accounting records and 
such other auditing procedures as we considered necessary in 
the circumstances; 

In our opinion, the accompanying balance sheet and state- 
ment of income present fairly the financial position of the Ameri- 
can Medical Association at Dec. 31, 1954, and the results of 
its operations for the year then ended, in conformity with gen- 
erally accepted accounting principles applied on a basis consistent 
with that of the preceding year. 


PEAT, MARWICK, MITCHELL & Co. 


STATEMENT OF INCOME 


Year ENDED DeEcEMBER 31, 1954 
Income: 
Membership dues, of which $2,997 applies to prior 


years, and subscriptions to periodical publications $4,804,795 














EE EE OTE Ne Ae pCR Ae ON ia 3,758,246 
I Te DOIN ob din ono b dieses cectcewcescaans 212,461 
Miscellaneous receipts and other inecome............. o 64,814 
8,840,316 
Expenses: 
Printing and publication costs of periodicals, books, 
i Oc: aneendwe aababiencesadedocbedébene sees *4,682,039 
Councils, bureaus, and related activities (Schedules 1 
BE Da aclscrd eve dccceqerey cuted wesdsectectcneeevssess . 8,504,084 
Employees’ past service annuities and retirements.... 42,017 
Annual and interim meetings—net................00-0> ‘ 105,721 
PONDS So ce cccucsoeds oaseeueseescorvesses ‘ 56,146 
Depreciation and taxes—unallocated.................. ae 29,746 
ERS ES PENILE EA OE ee Te om 85,131 
8 504884 
Appropriated for the American Medical Education 
Foundation disdeseecdvcasees jéveenes euneeees wees 100,000 8,604,884 
Income in excess Of eXpenses............cccccccece 7 $ 235,432 
BALANCE SHEET—DECEMBER 31, 1954 
Assets 
NS Sei ae ian Eee a 7 IE SE eC a . $ 213,297 
Accounts receivable: 
gs ee OP eS seeeedewsoweews .. $ 246,612 
Directory report service—1I9th edition......... _ 47,327 
al orl ice bcleeaigaueesey un oi che 78,523 872,462 
Interest accrued on investments...............00--.0000 33,584 
Inventories of materials, supplies, work in progress, 
and publications—at cost................ dadeecaes ox : 403,007 
Expenditures on publications in progress............... 124,736 
Prepaid expenses, deposits, and advances: 
ES Ee ee 87,357 
Insurance and other prepaid expemses................. 16,697 104,054 





Marketable securities, at cost (value based on market 
quotations $6,155,535): 


United States Government securities.................. 3,295,606 
Railroad, municipal, public utility, and industrial 

Sette st neanuge aduind pgbbideomstnasdsines 6etsenee 1,801,781 
SS ae 


oneecees . 787,643 5,885,080 
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Representing investments of: 
American Medical Education Foundation 


eer eee Dien vaandanss $ 100,000 
OE WINES Guhaduibudcsddaenneewadecenacae 1,875,030 
Depreciation reserve fund.................+. 1,710,000 
Association reserve fund................06. 350,000 
Retirement reserve fund.................00. 150,000 
en ree 1,000,000 


Equipment modernization reserve fund... 700,000 


American Medical Association Researeh Fund: 
United States Government securities, at cost (value 








based on market quotations $1,458,566)..... sweat 1,493,779 
RANE cnccndiandacbilbeleddcebeecs eptubtnin sdbokes candace eee 321 1,494,100 
Property, plant, and equipment—at cost 
Lund, including land acquired for investment 
$125,000 ..ccoces Deeb dedds boeantheesecenddemwwien 453,774 
ee, ee Sinlenete Sema Ream 2,177,978 
Machinery and printing equip ment.......... 708,742 
Othice and laboratory equipiment............ 524,176 
3,410,896 
Less allowance for depreciation............+ 1,706,311 1,704,585 2,158,359 
$10,788,629 
Liabilities 
Aceounts payable and accrued expenses: 
State Journal Advertising Bureau................e00e 3 46,562 
URE GRUNGE DOT. vnc0 kc ccnrcvestesvisecacoscceses 216,621 
Accrued payroll ........ RE ee ee ee ee ae 58,158 
PE IE. bo. bcsb-000000+e0en< Fatueheind take oecabenee ake . 88,651 
SONS WPUIO IID occ inc ccd cee scdcdsccsscva . 55,679 
465,671 


Provision for payment to the American Medical Edu- 

I er ile iin ss sccdeneseaesedabewe arene 100,000 
Provision for completion costs of cumulative index 

volumes to be issued, less amount recoverable by 


I ED civ. cresesbacesvccndpaeuun Civdewoes ‘ 162,390 
Deferred credits: 
Unexpired subscriptions to publications............... $ 605,338 
Income from 19th edition directory report service, 
less accumulated costs applicable to directory..... 216,795 
Other, ineluding 1955 dues of $17,950 received in 
REO sicnsk: ncn vbcisssharespsebtinieminvtessinnnies 86,701 858,834 
American Medical Association Research Fund reserve.. 1,494,100 
Other reserves: 
Association ........ inedeeneetinsce SPS ee een ap a 350,000 
NE ue ctvbe-deendeseensede~cacteben ee Pee Pee - 150,000 
0 Se ae eee ptbebeeessscsueNs - 1,000,000 
Equipment modernization ...... pavenese aPininee tienes 700,000 2,200,000 
Capital account: 
TE NS Rs AI, I is icine vier pauline dsedekind oeeebes - 5,326,666 
Add excess of income over expense for the year 
ended Dee. 31, 1954........ pdghewe+sacuas jeeveeeeows ° 235,432 
5,502 098 
Deduct adjustment of recoverable costs of cumu- 
lative index volumes applicable to preceding year.. 54,464 5,507,634 


10,788,629 





Schedule “1” 
COUNCILS, BUREAUS, AND RELATED ACTIVITIES 
ExpeENSE YEAR ENDED DECEMBER 31, 1954 









eee ecnas soamenadesinetaninkwsiaaisew baa $ 89,272 

i a rd SRE eee ee eT Re wUw Sas iveben 813,885 

CS EE IL OTE TE OT os 12,773 

eo a as iieue bib a 9 died eddabacen ees Get ‘ 287,932 

i aoa v cathisn a6 50060665 456N6S 5500500550060 s af ‘ 40,825 

a ae id Lk ik acd aie wiginulio eee eben ee 149,281 

Student American Medical Association..................... tie tate 23,584 

American Medical Education Foundation.................. Ree 101,865 

Department Of Public TRelaews....ccccvcccccccsvcvcccvcces ~ .. 807,791 

I hen cc cciisconstbewosteeusanwavas ‘ 20,701 

Se conv aic soe 6 hase Koeeh awe Senne sak 84,195 

ee os se cin ben ivihdacvsdseseqrseusee ~ 19,951 

Council on Medieal Education and Hospitals............... ei 363,336 

a cc davanenccbadchabocouveddet “a 

Council on Pharmacy and Chemistry..................ceeeeee. — 

Council on Physical Medicine and Rehabilitation.............. ne 

COMME OR FOOGS GUE TUGIIGION.... .cccccccccccccceccsccsccss 

ee ee I I no vis caveccwensecdsceveseves 

Ce i RD SI 6 dn cinoccsccocvcewasceeeseccyns 

Council on Rural Health................200 seein emus 

ES EE dkgnoekndh06s6ds<sbeekenesed sess serersrs - ‘ 

Ce SO ee nudaguemmantid SO eee 8 ee ae Oe a 

Bureau of Exhibits............. isdpdiekein desde vanetiiedsccededkawen 93,685 

a es oc cate bawede.cerenareernctsnoeve 261 ,294 

GE Bs div cecernveseceredcccdcciccces pesaenNeaneed ° 32,978 

Bureau of Legal Medicine and Legislation................. al ea sls 39,099 

Bureau of Medical Economic Research...................0000eeeeee ° 205,948 

ee ee n,n cu caGes hw ed sede cees-eneedsaasoe o* 19,761 

ee ee 38,091 

I I in Wd ten bp opine bheS os Jacenbulenedenssées ° 63,806 | 

ev ccencsasdsdecdbadtenseneseenes “ 19,492 

Committee on Medicolegal Probleins....................ccccceeeees 3,546 
$3,504,084 
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Schedule ‘‘2” 


COUNCILS, BUREAUS, AND RELATED ACTIVITIES 
BY EXPENSE CLASSIFICATION 


DatetEe GN WOik so iin Fie vb. dsénencsc50steoncks ~~ $1,481,531 
Office printing and supplies.................... M4551 
Postage, express, and freight.................- cme. Sees 66,028 
Telephone and telegraph................sseeee-: eo 4 SIS 
Society contributions and memberships................... é - 77,331 
Miscellaneous memberships, periodicals, and contributions....... 30, 7% 
SRE GUE, CEs occ occ cct sees cceve cesdorse sens csweerse 29,425 
ons cls indegwedeseeten tonne ; cewek 48,313 
Membership records and reimbursement to state societies for 

GR OD in cnk. ccc ceseesccteccciasscvcsse ‘ . 87 ,932 
a ss acne anew acne eeEse COTES biae 149,281 
Stal and Cllesrs’ traval....ccccvcevesccccsccccvccescvvececces oa 161,697 
Inspection of hospitals, medical schools, and technical schools.. 62,486 
General administrative expense including allocation of head- 

quarters maintenance, employee insurance, and taxes..... 287,816 
Literature, radio, and television for health education......... 130,001 
Educational programs, literature, radio, television, and motion 

EES ei eer ee nee ee eee eee eee ee ey ee eT si 215,571 


Solicitation literature for American Medical Education 
INE on cchanknavelrieheasinndasistateateteuaudes eavbnernas 

Exhibits and motion pictures for professional use..............6+ 

TOE TIED o.oo wed oceciconsseecesievceses : 

Committee conferences ............ Sl esas . 

Grants, tests, ANA SUPVEVS...cccccccccccccccccsccccseceveeeoeres 


























$3.504.084 
TREASURER’S REPORT 
REPORT OF THE TREASURER OF THE 
AMERICAN MEDICAL ASSOCIATION 
FOR THE YEAR ENDED DECEMBER 31, 1954 
INVESTMENT ACCOUNT 
Investments at beginning of year 
CRE GOURD ncccctecccdssedestoncceseees $5,800,194.91 
WORES PUTERATOT 2.0.20 cccccccccscoceces $4,378,211.25 
Common stocks purchased......... coe 51,321.77 4,429,533.02 
$10,229,727.93 
Less: 
Bonds called, matured, or sold..... $4 302,321.95 
Common stocks sold.............++: 42,376.25 4,344,697.50 
Investments at end of year (at cost) $5,885,030.48 
Cash in bank at beginning of year..$ 12,840.26 
Interest and dividends reeeived....... 195,247.28 
$ 208,087.54 
Transferred to general fund..... eoeee 200,000.00 
Cash in bank at end of year......... 8,087.54 
Cash in bank, and investments at — — 
Gd Of FORE ccccccoccccccccccsccesese $5,893 ,117.97 
DAVIS MEMORIAL FUND 
Pais om Geet OE Pat.. 1, Wiese cc cccccccesccesveseces $8,786.87 
Interest earned on bank balance in 194................6. 132.29 
Funds on deposit at Dec. 81, 1954........ccccccccccccsece ° $8,919.16 
RESEARCH FUND 
Investments at beginning of year 
OE BED 6s kdcescceccccvscccegesoves -_ $1,493,528.76 
Bonds matured and purchased: 
U. S. Treasury Bonds matured 
Series G 24% Maturity 2/1/54....... $ 50,000.00 
Series G 24% Maturity 7/1/54....... 50,000.00 
$100,000.00 
U. 8. Treasury Bonds purchased 
Series of 1961 246% due 11/15/61...... $ 50,250.00 
Series K 2%% due 7/1/66........ esee. 50,000.00 
$100,250.00 250.00 
Investments at end of year........... $1,493,778.76 
Cash in bank at beginning of year...$ 546.07 
Add: 
Misc@llaneous receipts ......eee.ss oe 25.17 
$ 671.24 
Dedutt: 
Premium on purchase of 
U. S. Treasury Bond 2%% due 
DEE Sidantdcuieneenneeresnkeeals ee 250.00 821.24 
Cash in bank and investments at end 


Ae EE bi-ceneseesetceerneseesdenssacce $1,494 100.00 
Interest received on investments and 

transferred to general fund to apply 

on research expenditures............. $ 37,411.42 


JostaH J. Moore, Treasurer. 
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REPORT OF THE JUDICIAL COUNCIL 


To the Members of the House of Delegates of the American 
Medical Association: 


At the Annual Meeting of the House of Delegates of the 
American Medical Association held in San Francisco in June, 
1954, Dr. Walter P. Anderton, New York, introduced Resolu- 
tion No. 16, recommending that the Principles of Medical Fthics 
be revised as they relate to advertising, contract practice, and 
free choice of physicians, and that the Principles be amended 
to include a new section entitled “Proration of Fees.” This reso- 
jution was referred to the Reference Committee on Miscellane- 
ous Business, which recommended that the House of Delegates 
request the Judicial Council to investigate the relations of phy- 
sicians to prepaid medical care plans and render such interpre- 
tations of the Principles of Medical Ethics as the Council deems 
necessary. The recommendation of the reference committee was 
adopted, and Resolution No. 16 was referred to the Judicial 
Council. 

The Judicial Council notes that the Board of Trustees of the 
Association at its Miami meeting, Nov. 26-Dec. 1, 1954, ap- 
pointed a Commission on Medical Care Plans under the chair- 
manship of Dr. Leonard W. Larson. The Commission will 
inquire into (1) the nature and methods of operation of the 
various types of plans through which persons receive the serv- 
ices of physicians, (2) the effect of these plans on the quality 
and quantity of medical care provided, and (3) the legal and 
ethical status of the arrangements used by the various plans. 

In view of the fact that the Commission on Medical Care 
Plans is actively engaged in this study, the Judicial Council 
believes that action by it on Resolution 16 at this time would 
duplicate the efforts of the Commission. The Council is, there- 
fore, of the opinion that it should defer action on the request 
of the House of Delegates pending the completion of the study 
by the Commission on Medical Care Plans. In the meantime, 
the Council has offered its records and facilities to the Com- 
mission on Medical Care Plans to aid it in its study. 

Respectfully submitted, 

HomMeER L. Pearson, Chairman 
Louts A. BUIE. 

WALTER F. DONALDSON. 

J. Morrison HuTCHESON. 
GEORGE A. WoopHoUse. 
GeEorGE F. Lut, Secretary 


REPORT OF THE COUNCIL ON MEDICAI 
EDUCATION AND HOSPITALS 
To the Members of the House of Delegates of the American 

Medical Association: 

As directed by the House of Delegates in December, 1954, 
the Council on Medical Education and Hospitals has carefully 
studied the reports of the Ad Hoc Committee on Internships. 
As a result of this study, the Council has prepared the follow- 
ing summary of the conclusions reached by the Ad Hoc Com- 
mittee on Internships and the recommendations suggested by it. 

The Council on Medical Education and Hospitals believes 
that these conclusions and recommendations are eminently 
sound and that they should be incorporated into the principles 
and policies employed by the Council in the conduct of its 
internship approval programs including subsequent revisions of 
the Essentials of an Approved Internship. The Council, how- 
ever, wishes to submit this summary of conclusions and rec- 
ommendations prepared from the reports of the Ad Hoc Com- 
mittee on Internships to the House of Delegates for its consid- 
eration and approval before modifying the Essentials of an 
Approved Internship in keeping with the suggestions offered by 
the Ad Hoc Committee on Internships. 


Summary of Reports Made to House of Delegates by 
Ad Hoc Committee on Internships 

A. CONCLUSIONS 

1. The committee wishes to emphasize the wide scope and 
large volume of essential work performed in the interests of 
the public, the profession, and hospitals that the Council on 
Medical Education and Hospitals has accomplished and con- 
tinues to accomplish. The final opinions and recommendations 
of the Council, as presented to the House of Delegates, do not 
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inform the House adequately of the preliminary studies, the 
various alternatives considered, the joint conferences and studies 
with other groups, nor the ideas and methods that were thor- 
oughly explored only to be discarded. The committee believes 
that, had some of these matters been fully presented, the mem- 
bers of the House would have been in a much better position 
to evaluate the Council's activities. The committee approves 
of the soundness of the work of the Council. It believes that 
the 1952 Report of the Advisory Committee on Internships of 
the Council is an important and significant contribution to the 
general subject of intern training, and that it is based on sound 
principles. 

2. It is the opinion of the committee that the mechanical 
plan of matching interns and hospitals, as accomplished by the 
National Intern Matching Program, is more efficient than any 
other plan previously used and gives full effect to the freely 
expressed desires of both hospital and intern with complete 
objectivity. The committee approves of the Matching Plan 
(Adopted by the House of Delegates, June, 1954). 

3. The committee defines the internship as the fifth year of 
medical education. It is usually the first year of hospital ex- 
perience immediately following the successful completion of 
four years of study in an approved medical college (Adopted 
by the House of Delegates, June, 1954). 

4. The committee believes that a properly organized rotating 
internship is the one type that will insure the broad clinical 
experience that is considered desirable for every graduate re- 
gardless of his plans for his future professional career. 

5. The committee points out that it is inevitable that some 
hospitals will not be able to secure a sufficient number of in- 
terns because of the fact that there are more approved intern- 
ships than there are interns to fill them. The committee believes 
that there is opportunity for the large hospitals affiliated with 
medical schools to share interns with smaller hospitals on an 
affiliation basis and that there is abundant opportunity for pri- 
vate hospitals that are not affiliated with medical schools to 
develop outstanding intern training programs. It believes that 
any arbitrary scheme designed to allocate interns to hospitals 
would violate the clear right of each intern to indicate his own 
choice. 

6. The committee believes that any fixed formula for de- 
termining the number of interns for each hospital is unrealistic 
and impractical. 

7. The Committee believes that foreign-trained physicians 
should be considered for appointment as interns in approved 
hospitals only when (a) language difficulties will not seriously 
impair the program; (b) the same educational standards are 
applied to foreign-trained physicians as are applied to graduates 
of approved American medical schools, and (c) the appropri- 
ate state licensing board approves. 


B. RECOMMENDATIONS 

1. That such additional personnel and equipment as is needed 
be made available to the Council in order to carry on its work. 

2. That some mechanism be developed for continuing the ex- 
change of ideas between practicing physicians and other groups 
interested in medical education. 

3. That a continuing study be made as to what should be 
the content of an internship; what constitutes sound clinical 
experience during the internship year. 

4. That, in collaboration with the Association of American 
Medical Colleges; (a) a careful study be made of hospitals asso- 
ciated with medical schools that are members of the Associ- 
ation of American Medical Colleges with a view toward 
voluntary reduction of the number of internships offered, if 
indicated; (b) the possibility of discontinuance of intern training 
programs in Veterans Administration hospitals be explored; and 
(c) pilot studies be made in hospitals associated with medical 
schools to secure data concerning the possible elimination of 
internships in these hospitals. 

5. That evaluation of intern training in hospitals be made on 
an individual basis, taking into consideration all available, per- 
tinent data and using reasonable flexibility in the application of 
requirements. 
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6. That the Council representative, when he visits a hospital, 
take the opportunity to discuss with the administrative staff, 
the medical staff, and the governing board matters pertinent to 
the hospital’s training program. 

7. That, when there is insufficient house staff coverage, an 
adequate number of licensed physicians, under the direction and 
employment of the hospital and its medical staff, be provided 
under acceptable legal and ethical circumstances to meet this 
need. 

8. That the “one-fourth rule” be adopted: Any internship 
program that in two successive years does not obtain one-fourth 
of its stated complement be disapproved for intern training. 

Respectfully submitted, 

H. G. WEISKOTTEN, Chairman. 
W. ANDREW BUNTEN. 

Guy A. CALDWELL. 

JoHN W. CLINE. 

JAMES M. FAULKNER. 

VICTOR JOHNSON. 

LELAND S. MCKITTRICK. 
FRANKLIN D. Murpny. 
CHARLES T. STONE. 

HarveEY B. STONE. 

EDwWarD L. Turner, Secretary. 


STATEMENT BY DR. CLEON A. NAFE 
ON S. 929 AND TITLE Hl, S. 886 BE- 
FORE SUBCOMMITTEE OF SENATE 


I am Dr. Cleon A. Nafe, of Indianapolis, Indiana, where I 
am engaged in the private practice of general surgery. I am a 
member of the House of Delegates of the American Medical 
Association and appear here today as a representative of that 
Association concerning S. 929 and Title III of S. 886. As we 
understand these bills, they would establish a program of federal 
grants-in-aid to the States for the vocational education of prac- 
tical nurses. S. 929 would include other auxiliary hospital person- 
nel in such a program. The American Medical Association has 
taken no action on S. 929, but in the course of its consideration 
of Title III of S. 886 adopted a position of opposition to the 
principle which underlies both bills. With your permission, Mr. 
Chairman, I will address myself to that principle. 

First, however, I should like to emphasize that our position 
in no way diminishes our agreement with the avowed objectives 
of these bills. For a number of years we have recognized the 
value of adequately trained practical nurses and other auxiliary 
hospital personnel in the care of the patient. We recognize that 
in some areas throughout the country there is a scarcity of 
such personnel. We applaud and assist state and local efforts to 
provide more adequate numbers of trained personnel in such 
areas. We believe, however, that it is neither wise nor necessary 
for the federal government to inject itself into yet another area 
of local responsibility in the hope of accomplishing a laudable 
objective. 

The American Medical Association has frequently expressed 
to committees of the Congress its views on the subject of federal 
subsidy. In federal aid with its concomitant federal regulation 
and control we see a serious threat to the ability of communities 
and states to discharge their responsibilities and solve their 
problems by methods suited to local conditions and customs. 
Federal aid is a dangerous device and in our opinion is justified 
only in an emergency situation. Even in such a situation, it 
should be utilized only temporarily until a more efficient device 
for solving the problem can be developed. 

No such emergency has been shown to exist in the field of 
vocational education of practical nurses and auxiliary hospital 
personnel. Virtually all of the States have strengthened their 
own programs to the extent deemed desirable or feasible in view 
of local requirements and conditions. Temporary shortages of 
trained personnel induced by war and defense production over 
past years are being gradually eliminated as our economy returns 
to a more normal pattern. Increasing the training facilities will 
not serve to compete with high industrial wages available to 
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young women. Only time, and normal economic adjustment of 
employment opportunities and comparative wage scales in in- 
dividual communities can return this situation to a balance. 

The American Medical Association believes that any Con- 
gressional action designed to improve private medical care 
should commence with a thorough and impartial current evalu- 
ation of the situation as it actually exists. Where real problems 
are found, an objective assessment of their relative importance 
should be made, and the fundamental cause of any deficiency 
or shortcoming should be determined. With the information thus 
obtained, private and public agencies at appropriate levels of 
government can initiate a coordinated program of improvement 
or correction. Any such study should be made by a group 
sufficiently representative of all interests involved to assure the 
widest possible acceptance of the results of the survey. We all 
seek the same objective—improvement in the health of our 
fellow citizens. By ascertaining the facts, we can plan and carry 
out those portions of a coordinated program which each group— 
private agencies and all levels of government—is best fitted to 
assume. 

Consistent with the foregoing beliefs, the American Medical 
Association has indicated its support for temporary federal 
grants-in-aid in the field of mental health, where we believe a 
real emergency exists. At the same time we have advocated 
legislation which would enable the federal government to assist 
in a thorough survey for the purpose of finding the most effective 
permanent solution to the mental health problem. We have given 
our support to legislation pending in the House of Representa- 
tives which would authorize a comprehensive survey of nursing 
services. We respectfully recommend such a project to this 
committee. On the other hand, we cannot support legislation 
such as S. 929 and Title III of S. 886 which would authorize 
federal aid in areas where an emergency has not been demon- 
strated. 

We wish to thank you for the opportunity of appearing and 
expressing the views of the American Medical Association this 
morning. Dr. Hess and I will be glad to answer to the best of 
our ability any questions which members of the Committee may 
care to ask. 


DR. BAUER RECEIVES ANDERSON AWARD 


Dr. W. W. Bauer, Director of the A. M. A. Bureau of Health 
Education, was awarded the William G. Anderson Service award 
for 1955 at the opening general session of the Midwest Ameri- 
can Association for Health, Physical Education, and Recreation 
Convention held at Columbus, Ohio, March 30. The William 
G. Anderson Service award honors the founder of the Ameri- 
can Association for Health, Physical Education, and Recreation 
by recognizing those persons who best exemplify Dr. Anderson’s 
philosophy of service to his profession and to mankind. Dr. 
William G. Anderson was a physician at Yale University. It 
was through his initiative that the association was founded in 
1885. One of Dr. Bauer’s greatest contributions to the field of 
health and physical education has been bringing physicians and 
educators together through the biannual National Conference 
on Physicians and Schools sponsored by the Bureau of Health 
Education. 


SECOND VIDECLINIC FEATURES MENTAL HEALTH 


As a result of the enthusiastic response to the first nationwide 
Videclinic presented in February, the A. M. A. and Smith, 
Kline & French Laboratories, Philadelphia, have scheduled the 
second closed-circuit television program for 9 p. m. (EDT) 
May 9. It will be seen by about 23,000 physicians, interns, and 
senior medical students in 34 cities. The clinical conference will 
feature the latest work in the fight against mental illness, in- 
cluding live and filmed reports from physicians and hospitals 
in the United States, Europe, and England. Cities tentatively 
scheduled to see the Videclinic, through the sponsorship of local 
medical societies, include New York, Brooklyn, N. Y., Newark, 
N. J., Hartford, Conn., Boston, Philadelphia, Atlantic City, 
N. J., Baltimore, Washington, D. C., Albany, N. Y., Rochester, 
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N. Y., Buffalo, Cincinnati, Indianapolis, Cleveland, Columbus, 
Ohio, Detroit, Oakland, Calif., Chicago, Milwaukee, Minne- 
apolis, Louisville, Ky., St. Louis, Kansas City, Mo., Memphis, 
Tenn., Dallas, Texas, Denver, San Francisco, Los Angeles, 
Seattle, Portland, Ore., Atlanta, Ga., Salt Lake City, and 
Erie, Pa. 


The show “Mind and Medicine—New Weapons Against 
Mental Illness,” will feature reports by the following physicians: 
Robert H. Felix and Morton Kramer, Fc.D., of the National 
Institute of Mental Health, Paul H. Hoch, New York State 
Psychiatric Institute, and Mark D. Altschule, McLean Hospital, 
Waverley, Mass., on the research aspect; David J. Impastato, 
Bellevue Hospital, New York, and Dr. Herman C. B. Denber, 
Manhattan State Hospital, New York, on physical therapy; and 
Thomas P. Rees, Warlingham Park Hospital, Surrey, England, 
Maxwell Jones, Belmont Hospital, Surrey, and Hadelin Rade- 
maekers, Director of Geel Coloney, Belgium, on psychotherapy. 
The conclusion will be presented by Leo H. Bartemeier, chair- 
man of the A. M. A. Council on Mental Health, the Seton 
Institute, Baltimore; Walter E. Barton, Boston State Hospital; 
Francis J. Braceland, Institute of Living, Hartford, Conn.; Karl 
Menninger, Menninger Foundation, Topeka, Kan.; and John C. 
Whitehorn, Johns Hopkins University, Baltimore. 


NATIONAL MEDICAL CIVIL DEFENSE CONFERENCE 


The third annual national Medical Civil Defense Conference 
is being sponsored on Saturday, June 4, at the Traymore Hotel 
in Atlantic City, N. J, by the Council on National Defense 
of the A. M. A. The program will feature a panel discussion, 
composed of prominent medical specialists, on the medical 
aspects of “radioactive fall-out.” This should be an interesting 
highlight for physicians active in civil defense affairs, since little, 
if any, authoritative data have been available to the medical 
profession on the care and treatment of persons exposed to 
external and internal radiation. Only recently has the public 
been informed of the extensive and lethal effects that may be 
expected from “radioactive fall-out” created from an atomic 
or hydrogen bomb attack on this country. Recent public an- 
nouncements have increased the amount of interest in civil de- 
fense preparedness. Two committees of the Congress have been 
conducting hearings on various civil defense problems. At the 
morning session of the Medical Civil Defense Conference, Sen. 
Estes Kefauver will speak to the group on the hearings being 
conducted on civil defense by a subcommittee of the Senate 
Armed Services Committee. Senator Kefauver is chairman of 
the special subcommittee. At the afternoon session, another panel 
discussion will be devoted to trauma as it pertains to medical 
civil defense planning and the care of mass casualties. Several 
outstanding speakers are being invited to speak on this subject. 

The Council plans to show the film, “Flash of Darkness,” 
which deals with the treatment of hydrogen bomb casualties, 
a roundup on the hydrogen bomb and various aspects of civil 
defense planning. The technical assistance for this filming was 
furnished by the Los Angeles Medical Association. The film- 
ing was sponsored by the Dow Chemical Company on the 
“Medic” television program. An up-to-date report on the activi- 
ties of the Federal Civil Defense Administration health and 
medical program will also be given at the conference. In addi- 
tion, the Council has arranged with the Federal Civil Defense 
Administration to exhibit their improvised hospital in Conven- 
tion Hall from June 4 through June 10. The improvised hos- 
pital, designed by the Federal Civil Defense Administration, is 
a complete 200-bed unit hospital, transportable on a single 
tractor-trailer truck. It weighs approximately 13.5 tons, contains 
some 288 different items, and will take up some 2,000 cubic 
feet for storage. It can be assembled in about four hours by 
about 30 professionals and trained and untrained auxiliaries, 
requiring a minimum of some 15,000 square feet of floor space. 
The hospital costs $26,500. The Federal Civil Defense Admin- 
istration is stockpiling these hospitals, which are available to 
the states on a matching-fund basis. 

Physicians who desire to attend this conference and others 
active or interested in civil defense should write the Secretary, 
Council on National Defense, 535 N. Dearborn St., Chicago 
10, Ill., for full particulars about the conference. 
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MEDICAL NEWS 


ALABAMA 

Symposium on Rheumatic Diseases——The Medical College of 
Alabama, Birmingham, will hold a Symposium on Rheumatic 
Diseases at the Medical Center, May 13, with special emphasis 
on the etiology and treatment of rheumatoid arthritis. Partici- 
pants will include Drs. Karl Meyer, New York; Norman F. 
Boas, Norwalk, Conn.; Jerome Gross, Boston; Robert W. Mowry, 
Birmingham; Charles H. Slocumb, Rochester, Minn.; Morris 
Ziff, New York; William D. Robinson, Ann Arbor, Mich.; Leon 
Sokoloff, Bethesda, Md.; and George Babcock Jr., Bloomfield, 
N. J. 


COLORADO 

Medical and Surgical Clinics.—The third annual medical and 
surgical clinics will be presented by the staff of the Weld County 
General Hospital, Greeley, May 17. The sessions will open at 
the hospital with dry clinics at 8:30 a. m., after which papers 
will be delivered by staff members. Dr. William W. Webster, 
chief of staff, will serve as moderator for the 10:45 general 
assembly in the Main Auditorium, when the guest speakers, Dr. 
William Dameshek, clinical professor of medicine, Tufts College 
Medical School, Boston, and Dr. Henry N. Harkins, professor 
of surgery and executive officer of the department of surgery, 
University of Washington School of Medicine, Seattle, will 
speak on anemia and on surgical treatment of peptic ulcer, re- 
spectively. If time permits, there will be a question-and-answer 
period at the luncheon in the hospital dining room, 12:30 p. m. 
After luncheon Dr. Harkins will consider “Present Status of the 
Treatment of Burns” and Dr. Dameshek will discuss “Purpura.” 
Papers by staff members will be presented during the remainder 
of the afternoon. 


FLORIDA 

Course in Esophageal Speech.—The University of Miami School 
of Medicine, Coral Gables, will sponsor a postgraduate course 
in esophageal speech and organic voice problems for speech 
therapists, otolaryngologists, and rehabilitation specialists, June 
13-July 1, under the direction of Dr. Nathaniel M. Levin and 
staff. Ten traineeships (tuition, traveling expenses, etc.) valued 
at $250 each will be available to qualified individuals on appli- 
cation. Forms will be mailed on request. The convention of the 
International Association of Laryngectomees will be held in 
Miami during the last week in June. Information may be ob- 
tained from Elaine Bulmer, R.N., Secretary, 1431 N. Bayshore 
Dr., Miami, 


GEORGIA 

University News.—The Medical College of Georgia, Augusta, 
announces the following faculty changes: Dr. Leland D. Stod- 
dard, formerly associate professor of pathology, University of 
Kansas School of Medicine, Lawrence-Kansas City, was made 
chairman of the department of pathology, the post formerly held 
by Dr. Edgar R. Pund, now president of the college; Dr. Floyd 
R. Skelton, who was formerly assistant professor of pathology, 
University of Kansas School of Medicine, has been named as 
assistant professor of pathology; Dr. Raymond W. Pickering has 
returned as assistant professor of pharmacology after complet- 
ing an internship at De Paul Hospital, Norfolk, Va.; Dr. B. 
Shannon Gallaher has been appointed an instructor in medi- 
cine. Dr. Albert W. Bailey, instructor in pathology, has returned 
from a tour of duty in the Armed Forces. Dr. Claude Starr 
Wright, former associate professor of medicine, Ohio State 
University Medical Center, Columbus, has been appointed asso- 
ciate professor of medicine at the Medical College of Georgia 
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in Augusta. Dr. Wright, who was formerly affiliated with the 
Columbia (S. C.) Hospital and Barnes Hospital, St. Louis, was 
on the attending staff of Ohio State University Hospital, Colum- 
bus, Ohio, and served as a clinical consultant to the Oak Ridge 
(Tenn.) Institute of Nuclear Studies, the St. Francis Hospital, 
Columbus, Ohio, and the Veterans Administration Center at 
Dayton, Ohio.——Dr. Albert Wright Bailey has been appointed 
instructor in the department of pathology at the Medical College 
of Georgia. Robert B. Dienst, Ph.D., who has been on the 
faculty of the Medical College of Georgia since 1935, has been 
promoted to chairman and professor of medical microbiology 
and public health. 





ILLINOIS 


Anesthesia Residents’ Competition.—The Chicago Society of 
Anesthesiologists urges all anesthesia residents in the Chicago 
area to participate in an essay contest for which it offers three 
prizes ($100, $50, and $25). Papers describing original work 
on anesthesia problems of either clinical or theoretical interest 
should be submitted to Maxine T. Clarke, secretary-treasurer 
of the society, 8135 St. Lawrence Ave., Chicago 19, on or 
before May 25. They must be limited to about 1,500 words or 
10 to 15 minutes’ presentation time. Winning papers will be 
presented at the June meeting of the society. 


Public Relatiéns Meeting at Quincy.—The annual medical 
public relations meeting of the Adams County Medical Society 
will be held at the Lincoln-Douglas Hotel, Quincy, May 9. 
Mr. Thomas A. Hendricks, Chicago, Secretary of the A. M. A, 
Council on Medical Service, the guest speaker, will have as his 
topic “Current Policies of the A. M. A.; Public Relations.” A 
fellowship hour at 7 p. m. will precede the meeting, and a snack 
bar lunch will follow. All physicians in the Quincy and tri-state 
area are urged to bring their secretaries, nurses, technicians, 
receptionists, office assistants, and hospital helpers as guests of 
the society. ; 


Chicago 


David Davis Lecture.—Dr. Ralph H. Major, professor of the 
history of medicine, University of Kansas School of Medicine, 
Kansas City, Kan., will deliver the 12th David J. Davis Lecture 
in the History of Medicine, “Etruria and Etruscan Medicine,” 
at the University of Illinois College of Medicine, May 11, 
1 p. m. 


Stillians Lecture.—The fifth Arthur William Stillians Lecture 
of the Metropolitan Dermatological Society of Chicago will be 
given at the annual meeting, May 11, by Dr. Max Samter, 
associate professor of medicine, University of Illinois College 
of Medicine. His subject will be “The Changing Approach to 
Control of Sensitization Disease.” 


Cardiac Conference.—The monthly clinicopathological cardiac 
conference of Cook County Hospital will be held May 13 from 
11 a. m. to 12 noon at an open meeting in the Children’s 
Amphitheater, 700 S. Wood St. “Treatment of Bacterial Endo- 
carditis” will be presented by the guest speaker, Dr. Harry F. 
Dowling, professor and head, department of medicine, Univer- 
sity of Illinois College of Medicine. 


Alumni Banquet.—The Medical Alumni Association of the 
University of Illinois College of Medicine will hold its annual 
banquet (informal) May 16 in the Walnut Room of the Bismarck. 
Hotel at Randolph and LaSalle streets. Cocktails will precede 
7 o'clock dinner. The guests of honor will be Dr. Francis E. 
Senear, head, department of dermatology, and Miss Margaret 
Mary Bates, assistant librarian in the Quine Library. The guest 
speaker will be Dr. Donald J. Caseley, medical director, Re- 
search and Educational Hospitals, and associate dean, University 
of Illinois College of Medicine. Class reunions will be held dur-. 
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ing the banquet. Wives and guests are welcome. The cost per 
plate is $7.50. Mail checks to Dr. Michael H. Streicher, Execu- 
tive Secretary, Medical Alumni Association, 840 S. Wood St., 
Chicago 12. 


Dr. Rothman Honored.—The Society of Cosmetic Chemists, 
which recently announced the establishment of a $1,000 prize 
for distinguished literature in the field of cosmetic technology, 
has chosen as the recipient of the 1955 award Dr. Stephen Roth- 
man, professor of dermatology at the University of Chicago. The 
presentation will be made at the luncheon session of the society's 
meeting, May 13, at the Hotel Biltmore in New York. Dr. 
Rothman, who is a member of the American Medical Association 
Committee on Cosmetics, was cited for his book, “Physiology 
and Biochemistry of the Skin.” Dr. Rothman, born in Hungary, 
was associated with the University Hospital in Giessen, Ger- 
many, from 1920 to 1928, and from 1929 to 1938 was with the 
Royal Hungarian State Institution for Skin and Venereal Dis- 
eases. He is a past president of the Chicago Dermatological 
Society and of the Society of Investigative Dermatology. 


MICHIGAN 

McClure Memorial Lecture.—At the meeting of the Henry Ford 
Hospital Medical Society, May 10, 8:15 p. m., in the Henry 
Ford Hospital Auditorium, the Roy D. McClure Memorial 
Lecture, “The History of the Care and Repair of Wounds,” will 
be delivered by Dr. Allen O. Whipple, emeritus professor of 
surgery, Columbia University College of Physicians and Sur- 
geons, New York City. 


Clinic Day at Wayne.—The annual clinic day of the Wayne 
University College of Medicine Alumni Association has been 
extended over a period of two days, May 10-11. The program 
on Tuesday will feature the following demonstration clinics in 
the new Farwell Annex of the City of Detroit Receiving 
Hospital: Cardiovascular Surgery (Lesions Amenable to Sur- 
gery); Anesthesiology (Demonstration of Local and Regional 
Anesthesia); Proctology; and Low Back Pain. Tuesday evening 
will be given over to meetings and reunions of Wayne graduates. 
A symposium on peptic ulcer will be presented Wednesday at 
the Hotel Fort Shelby, with Dr. Solomon G. Meyers, clinical 
professor of medicine, Wayne University College of Medicine, 
Detroit, as moderator and Drs. J. Earl Thomas, Philadelphia, 
Julian M. Ruffin, Durham, N. C., and Robert M. Zollinger, 
Columbus, Ohio, as participants. Dr. Carl F. Schmidt, Phila- 
delphia, will present “Advances in Anesthesia”; Dr. Dwight E. 
Harken, Boston, “Recent Advances in Cardiac Surgery”; Dr. 
Robert L. MacMillan, Toronto, Canada, “Problems in the Use 
of Anticoagulants”; and Dr. Alice E. Palmer, Detroit, “Types 
and Treatment of Alopecia.” A reception at 6:30 p. m. will 
precede the reunion banquet at the Hotel Fort Shelby. All 
physicians are invited to attend the science sessions, for which 
postgraduate credit will be offered. 


MINNESOTA 

Course in Internal Medicine.—‘“Selected Subjects in Internal 
Medicine” will be offered May 9-13 in Mann Hall, Medical 
Sciences Building, the Mayo Clinic and Mayo Foundation, 
Rochester, under the auspices of the American College of Physi- 
cians. Fee for A. C. P. members, $30; for nonmembers, $60. 
Out-of-state officers of instruction will include Drs. Joseph B. 
Kirsner, Chicago; Francis D. W. Lukens, Philadelphia; Irvine H. 
Page, Cleveland; and Irving S. Wright, New York. There will 
be consideration of the clinical use of cortisone and the use of 
antibiotics as well as the relation of certain aspects of neurology, 
psychiatry, and dermatology to internal medicine. 


MISSISSIPPI 

State Medical Meeting in Biloxi—The 87th annual session of 
the Mississippi State Medical Association will convene at the 
Buena Vista Hotel, Biloxi, May 10-12, under the presidency of 
Dr. Cummings H. McCall, Gulfport. Tuesday evening has been 
designated as public night. The presidential address will be 
delivered by Dr. McCall and the distinguished service oration 
by Dr. E. LeRoy Wilkins, Clarksdale, past president of the 





MEDICAL NEWS $7 


association. The address of the evening will be given by Dr. 
Walter B. Martin, Norfolk, Va., President, American Medical 
Association. During the scientific sessions out-of-state speakers 
and their first presentations will include: 
Katharine Dodd, Little Rock, Ark., Recent Advances in Diagnosis and 
Treatment of Rheumatic Heart Diseases in Children 
A. Ashley Weech, Cincinnati, Paving the Way for Accepting the 
Inevitable. 
Marion M. Brooke, Sc.D., Atlanta, Ga., Toxoplasmosis 
Martin D. Hicklin, Montgomery, Ala., Infectious Hepatitis 
John R. Snavely, New Orleans, Some Plans and Hopes for the Depart 
ment of Medicine in the Four-Year Medical School. 
Earl B. Wert, Mobile, Ala., Bronchogenic Carcinoma. 
Marshall L. Michel, New Orleans, Intestinal Obstruction 
Henry W. Scott Jr., Nashville, Tenn., Technical Considerations in 
Surgery of Stomach, Duodenum and Pancreas 
Theodore F. Middleton, Mobile, Ala., Acute Gastric Dilation in 
Obstetrics and Gynecology. 
Arthur A. Caire Jr., New Orleans, Changes in the Blood Clotting 
Mechanism During the Third Trimester of Pregnancy. 
Harold G. Tabb, New Orleans, Stapes Mobilization for Restoration of 
Hearing in Otosclerosis. 
Lawrence R. Boies, Minneapolis, The Tonsil and Adenoid Problem. 


The woman's auxiliary will hold its annual meeting in con- 
junction with that of the state medical association. 


NEW JERSEY 


Personal.—Dr. Edward Conrad Reifenstein Jr., Butler, has been 
appointed associate medical director of E. R. Squibb & Sons 
division of Olin Mathieson Chemical Corporation, with head- 
quarters in New York City. Dr. Bertrand E. Bennison, West- 
field, has joined the staff of the medical research division, 
Standard Oil Development Company. Dr. Henry H. Kessler, 
medical director, Kessler Institute for Rehabilitation in West 
Orange, has been appointed as one of the 12 members of a 
National Advisory Council on Vocational Rehabilitation, estab- 
lished under the Vocational Rehabilitation Act of 1954. 








Prize for Diabetes Essay.— The New Jersey Diabetes Association 
is offering the J. Fred Johnson award of $150 for the best essay 
submitted concerning problems relating to diabetes mellitus. 
Essays may cover either clinical or research investigations and 
may include original studies or unusual case reports with suitable 
and complete comments. The presentation, not exceeding 3,000 
words, must be in English, and a double-spaced typewritten 
copy, in duplicate, must reach the chairman of the award 
committee at 91 Lincoln Park, Newark, not later than June 1, 
1955. The award, made possible through the generosity of the 
late J. Fred Johnson, is available to residents or interns in New 
Jersey hospitals or to New Jersey physicians in practice no longer 
than five years. 


NEW YORK 

Course on Glaucoma.—A course on glaucoma will be given at 
the Brooklyn Eye and Ear Hospital on May 16-18. Opportunity 
for practical instruction in the use of the gonioprism will be 
given, and material from the glaucoma clinic will be utilized. 
Registration is limited to six ophthalmologists. Application and 
the fee of $40 may be addressed to Dr. Daniel Kravitz, Brooklyn 
Eye and Ear Hospital, 29 Greene Ave., Brooklyn 38. 


Student Benefit.—The Parents Association of the State Univer- 
sity of New York College of Medicine at New York City, Brook- 
lyn, will hold its second annual Spring Festival and Card Party, 
May 7, at the Barbizon Plaza Hotel. Proceeds from the affair 
will go to the association’s Student Loan and Fellowship Fund 
to help students who need financial assistance during the year 
and to encourage and support student summer research projects 
at the college. A subscription of $3 per person will include 
admission to the card games, refreshments, and door prizes. It 
is expzcted that 200 parents, alumni, faculty members, and 
friends of the college will attend. Reservations may be obtained 
from the office of the association at 496 Clarkson Ave., Brook- 
lyn 3. 


Pediatrics Course—A refresher course in pediatrics will be 
offered May 16-28 at the University of Buffalo School of 
Medicine under the sponsorship of the Medical Society of the 
State of New York and the Bureau of Maternal and Child 
Health, New York State Department of Health. This course, 
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designed to meet the needs of general practitioners, will be a 
review of principles and recent developments in the diagnosis 
and treatment of pediatric disorders and in the care of the 
well child. The registration fee is $5. Tuition for each physician 
enrolled in the course is paid by the state department of health. 
In addition, a stipend is provided to physicians conducting child 
health conferences or public health clinics or employed as school 
physicians by boards of education or departments of health. 


State Medical Meeting in Buffalo.—The annual convention of 
the Medical Society of the State of New York will convene at 
the Hotel Statler, Buffalo, May 9-13. At the opening session 
Monday the award of “Outstanding General Practitioner of the 
Year 1954,” which was to have been presented to the late Dr. 
Antonio D. Pisani, New York, will be received by his three 
physician sons. Presentations by out-of-state speakers include: 

Mitral Valve Surgery, Charles P. Bailey, Philadelphia. 

The Food and Drug Administration—Our Mutual Responsibility, Albert 

H. Holland Jr., Washington, D. C. 

Urticaria, John M. Sheldon, Ann Arbor, Mich. 

Anesthetic Deaths, Robert A. Hingson, Cleveland. 

Respiratory Diseases, Clayton G. Loosli, Chicago. 

Tonography, W. Morton Grant, Boston. 

Surgical Management of Shoulder Lesions, Herbert F. Moseley, Mon- 

treal, Canada. 

Pitfalls in Treatment of Athletic Injuries, Theodore H. Coffey, London, 

Ontario, Canada. 

The A. Walter Suiter Lecture, “Treatment of Congestive Heart 
Failure,” will be delivered by Dr. Harry Gold, professor of 
clinical pharmacology, Cornell University Medical College, New 
York, Wednesday afternoon. The annual banquet and dance are 
scheduled for Wednesday evening. The principal speaker at the 
banquet will be The Very Reverend Philip E. Dobson, S.J., 
president of Canisius College, Buffalo, and the toastmaster will 
be Dr. Walter Scott Walls, Buffalo, president of the Medical 
Society of the County of Erie. The president’s medal will be 
awarded to Dr. Dan Mellen, Rome, who will be succeeded by 
Dr. Renato J. Azzari, New York. 

The session on public relations Thursday morning will open 
with presentation of “Bread, Stones and Medicine” by Mr. 
John L. Bach, Chicago, Director, Press Relations, American 
Medical Association, and will close with an invitational presenta- 
tion of “Community Responsibilities of the Medical Profession” 
by Mr. James E. Bryan, Summit, N. J., consultant in medical 
public relations, and Mr. Robert D. Potter, New York, executive 
secretary, Medical Society of the County of New York. The 
session on the history of medicine will hold an open meeting 
Tuesday evening. The new section on allergy will present a panel 
discussion, “Therapy in Bronchial Asthma, Including Steroids” 
Wednesday morning. A panel discussion will be presented also 
by the section on industrial medicine and surgery Wednesday 
morning. “Can the Cardiac Work?” is the subject of a round- 
table discussion offered by the section on general practice Friday 
morning. Other round-table discussions will include “Diagnosis 
and Treatment of Gastrointestinal Conditions” (Tuesday, 9 
a. m.); “Newer Advances in Treatment with Iatrogenic Impli- 
cations” (Wednesday, 9:30 a. m.); and “Psychiatric Implications 
in Medical Problems” (Thursday, 8 p. m.). A symposium, 
“Management of Glaucoma in the Adult,” will be presented by 
the section on ophthalmology Thursday morning and a sym- 
posium on the treatment of burns by the section on surgery 
Friday morning. On Wednesday the session on legal medicine 
will hear an invitational address, “The Doctor as a Witness,” 
by Paul D. Williams, LL.B., Buffalo. A closed circuit television 
presentation, “New Approaches to Mental and Emotional Ill- 
ness,” to be presented on the opening night of the convention, 
will be restricted in New York state to the convention. 


New York City 


Rehabilitation Teamwork Workshop.—“The Team Concept in 
an Integrated Rehabilitation Program” is the theme for the Sec- 
ond Annual Field Workshop conducted by the Institute for the 
Crippled and Disabled and Columbia University, May 30-June 
24, at the institute, 400 First Ave. Enrollment will be limited 
to 25 experienced or interested professional persons and graduate 
students whose specialties or disciplines are related to compre- 
hensive rehabilitation. Applications reaching the institute by 
May 15 will be given priority. The Field Workshop is supported 
in part by a grant from the Office of Vocational Rehabilitation, 
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United States Department of Health, Education, and Welfare. 
Participating for Columbia University are the department of 
guidance, Teachers College, and the department of physical 
medicine and rehabilitation, College of Physicians and Surgeons. 
A fee of $100 to cover the costs of tuition and course materials 
will. be charged. A limited number of stipends of $200 are 
available for those whose attendance at the four-week course 
creates a financial hardship due to changes in residence. A 
brochure describing the workshop and giving enrollment infor- 
mation can be obtained from the Director, Institute for the 
Crippled and Disabled, New York 10. 


Ira Kaplan Lecture.—The annual Ira I. Kaplan Lecture will be 
delivered May 12, 5 p. m. at the meeting of'the Alumni Associ- 
ation, radiation therapy department, Bellevue Hospital, in the 
C, and D. Amphitheatre of the hospital. Dr. Gray H. Twombly, 
professor of gynecology, New York University College of 
Medicine, will discuss “Anatomy of the Female Pelvis in Re- 
lation to Cancer of the Cervix.” 


Society News.—The Section on Historical and Cultural Medi- 
cine, New York Academy of Medicine, 2 E. 103rd St., will 
present the following program on Florence Nightingale at 8:30 
p. m., May 11. 

Florence Nightingale’s Place in British History, F. B. A. Rundall, 
C.M.G., O.B.E., British Consul General in New York. 

Florence Nightingale’s Influence on Nursing, Margaret G. Arnstein, 
R.N., M.P.H., chief of the division of nursing resources, U. S. Public 
Health Service, Washington, D. C. 

Florence Nightingale’s Influence on Military Medicine, Frank B. Berry, 


assistant secretary of defense, health and medical affairs, Washington, 
Db. Cc. 


OHIO 


Meeting on Tuberculosis—The Ohio Tuberculosis and Health 
Association, Ohio Conference of Tuberculosis Workers, and the 
Ohio Trudeau Society will hold a joint meeting, May 12-13, at 
Neil House, Columbus. At the Blue Ribbon Seal Sale Luncheon 
Thursday, Mr. Ferd Nauheim, public relations counsel, Wash- 
ington, D. C., will be the speaker. At 1:45 p. m. a mock trial, 
“Is He a Public Health Menace?” will be presented. The joint 
annual banquet at 6:30 p. m. will be addressed by Dr. William 
F. Ashe, department of preventive medicine, Ohio State Univer- 
sity College of Medicine, Columbus. The Ohio Tuberculosis and 
Health Association, which will be observing its 54th year, will 
have as speaker at its noon luncheon Friday Dr. Howard M. 
Payne, professor of medicine, Howard University College of 
Medicine, Washington, D. C. 


OKLAHOMA 


State Medical Meeting in Tulsa.—The 62nd annual meeting of 
the Oklahoma State Medical Association will convene at the 
Mayo in Tulsa May 9-11 under the presidency of Dr. Bruce R. 
Hinson, Enid. Dr. Elmer Hess, Erie, Pa., President-Elect of the 
American Medical Association, will report on the progress of 
national medical matters at the meeting of the house of delegates 
on Sunday. Out-of-state speakers and their first presentations at 
the scientific sessions will include: 
Operative Obstetrics, John L. Parks, Washington, D. C. 
Treatment of Carcinoma of the Cervix, Juan A. del Regato, Colorado 
Springs, Colo. 
Hints in the Treatment of Nervous Persons, Walter C. Alvarez, Chicago. 
Use and Abuse of Ultra-Radical Surgery for Cancer, George Crile 
Jr., Cleveland. 
Relation of Benign Lesions of the Breast to Cancer, Arthur Purdy 
Stout, New York. 
Do Children Always Need Treatment? Robert B. Lawson, Miami, Fla. 
Adrenal Cortical Tumors, William W. Scott, Baltimore. 
Refractory Heart Failure, William A. Sodeman, Columbia, Mo. 
Anatomic and Functional Alterations in the Carpus Following Injury 
and Excision, James K. Stack, Chicago. 
A complimentary buffet dinner and program have been arranged 
by the Blue Cross-Blue Shield Plans of Oklahoma in the audi- 
torium of the Blue Cross-Blue Shield Building at 7:30 p. m. 
after a tour of the building. The address of the evening, “K-2: 
The Savage Mountain,” will be presented by Dr. Charles S. 
Houston, Exeter, N. H., leader of the third American Karakoram 
Expedition to K-2 in 1953 and author of a book on the subject. 
Dr. Houston, who was the first to climb Mount Crillon and 
Mount Foraker in Alaska and who has led many mountain- 
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climbing expeditions, will accompany his account of K-2 with 
color motion pictures. 

Round-table luncheons in which the distinguished guest speak- 
ers will participate have been scheduled for 12:30 p. m. on 
Monday and Tuesday. The Pfizer Golf Tournament, sponsored 
by the Oklahoma State Medical Association, will be held at the 
Tulsa Country Club, Wednesday beginning at 12 noon. The prize 
award dinner at 7 p. m. will be preceded by a social hour. At 
the inaugural dinner-dance, Tuesday, at 6 p. m., Dr. Rufus Q. 
Goodwin, Oklahoma City, will be inaugurated as president. 
Countess Maria Pulaski will give an address, “My Life in the 
Polish Underground.” 

Dr. Scott will address the Oklahoma State Urological Associ- 
ation on Saturday. On Sunday Dr. del Regato will be guest 
speaker for the Oklahoma Radiological Society; Dr. Arthur 
Purdy Stout, New York, for the Oklahoma Association of 
Pathologists; Dr. Stack for the Oklahoma Orthopedic Associ- 
ation; and Dr. Robert A. Hingson, Cleveland, for the Oklahoma 
State Anesthesiology Society. The woman's auxiliary will meet 
concurrently. 


PENNSYLVANIA 


Meeting of General Practitioners.—The Pennsylvania Academy 
of General Practice will hold its seventh annual convention at 
Galen Hall, Wernersville, May 13-15. The following program 
will be presented Saturday: 


Harry Gold, New York, Recent Developments in Testing of Thera- 
peutic Agents. 
L. Maxwell Lockie, Buffalo, Recent Advances in Treatment of Arthritis. 
S. Leon Israel, Philadelphia, The General Practitioner and the Infertile 
Couple. 
Kenneth E. Appel, Philadelphia, Use of Psychiatry in General Practice. 
Harry Fisher, Pittsburgh, Orthopedics in General Practice. 
Alfred C. Kinsey, Sc.D., Bloomington, Ind., subject to be announced. 
There will be a banquet Saturday evening, with Dr. John R. 
Fowler, Barre, Mass., president-elect of the American Academy 


of General Practice, as guest speaker. 


Philadelphia 

Dr. Charles Brown Named to New Deanship.—Dr. Charles 
Leonard Brown, for nine years dean of the Hahnemann Medical 
College and Hospital of Philadelphia, has accepted the deanship 
of the newly organized College of Medicine of Seton Hall 
University, Jersey City, N. J. Dr. Brown from 1928 to 1935 
was associate professor of internal medicine at the University 
of Michigan Medical School, Ann Arbor, when he became 
professor and head of the department of medicine at the Temple 
University School of Medicine. Currently, he is chief consultant 
in internal medicine to the chief medical director of the Veterans 
Administration, Washington, D. C. He has served as chairman 
of the Deans Committee of Philadelphia and was formerly 
president and board member of the Philadelphia County Medical 
Society. He will assume his new deanship at the end of the cur- 
rent academic year. 


SOUTH CAROLINA 

Narcotic Violation—Dr. Albert Paul Condon, Greenville, 
pleaded guilty in the U. S. District Court, Greenville, to a viola- 
tion of the Federal narcotic law. On Feb. 21 his sentence of 
two years was suspended, and he was placed on probation for 
a like period. 


Personal.—Lieut. Lea B. Givens of Fountain Inn has been 
awarded a Commendation Ribbon for outstanding performance 
of duty from November, 1953, to November, 1954, according 
to word received from Brig. Gen. William L. Wilson, chief 
surgeon of the Seventh Army in Germany. Presently attached 
to the fifth U. S. General Hospital, Europe, Lieut. Givens expects 
to return to civilian practice on Aug. 1. 


State Medical Meeting at Charleston.—The annual meeting of 
the South Carolina Medical Association will convene at the 
Francis Marion Hotel, Charleston, May 10-12. The presidential 
address will be delivered Thursday morning by Dr. Thomas R. 
Gaines, Anderson. On Tuesday at 2 p. m. under the auspices 
of the South Carolina Society of Anesthesiologists a demonstra- 
tion and lecture, “Hospital Explosions and Recommended Safety 
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Precautions,” will be delivered by John Kilroy, Ph.D., director 
of research, Ohio Chemical and Surgical Equipment Co., 
Madison, Wis. Dedication and tour of the medical college 
hospital is scheduled for 4 p. m. On Wednesday Dr. Forde A. 
Mclver, Madison, Wis., will serve as moderator for a panel, 
“Carcinoma of the Lung,” for which the participants will be 
Drs. George W. Wright, Cleveland, Richard H. Overholt, Brook- 
line, Mass., Merrill C. Sosman, Boston, and Harold R. Pratt- 
Thomas, Charleston. For the panel on intestinal obstruction in 
infancy, Thursday, Dr. Richard B. Josey, Columbia, will be 
moderator, and Drs. Sosman, F. Howell Wright, Chicago, and 
Mark M. Ravitch, New York, will be collaborators. A panel, 
“Uses and Abuses of Antibiotics,” moderated by Dr. Robert P. 
Walton, Charleston, will have as participants Drs. Robert T. 
Parker, Baltimore, William R. Sandusky, Charlottesville, Va., 
and Alexander J. Schaffer, Baltimore. Dr. Allan C. Barnes, 
Cleveland, will discuss postpartum hemorrhage and Dr. Kenneth 
B. Babcock, Chicago, will speak on hospital accreditation. Dr. 
Edward F. Parker, Charleston, will be moderator for the clinical 
pathological conference that will end the sessions on Thursday 
and that will have as participants several of the guest speakers. 


VIRGINIA 


General Practice Meeting.—The Virginia Academy of General 
Practice will hold its fifth annual scientific assembly at the Hotel 
Chamberlin, Old Point Comfort, May 13-15. Members, col- 
leagues, and friends from Virginia, neighboring states, and all 
points are welcome. The Friday morning session, which will be 
presented by the Virginia Diabetes Association, will open with 
“General Management of Diabetes” by Dr. Garfield G. Duncan, 
Philadelphia. During the Friday afternoon session a clinical 
pathological conference will be presented. Panel discussion, 
“Treatment of Congestive Heart Failure,” will be held Saturday 
morning under the sponsorship of the Virginia Heart Associ- 
ation. Dr. Julian R. Beckwith, Charlottesville, will serve as 
moderator. Friday afternoon, “Future Prospects of Antimicro- 
bial Therapy” will be presented by Dr. Harrison F. Flippin, 
Philadelphia, and “The Collagen Disorders” by Dr. Louis K. 
Alpert, Washington, D. C. A cocktail hour will precede the 
banquet and dance Saturday evening. The Sunday session will 
end with a religious service, “The Cross and the Caduceus in 
This Atomic Age” by the Rev. John G. Lambrides, hospital 
chaplain, Veterans Administration Center, Kecoughtan. 


WASHINGTON 

Surgeons Meet in Tacoma.—The annual meeting of the Tacoma 
Surgical Club will be held May 7 at the Tacoma General 
Hospital. At the annual banquet Dr. William P. Longmire Jr., 
Los Angeles, will discuss “Treatment of Chronic Pancreatitis.” 


WEST VIRGINIA 

Symposium on Cancer.—The Cabell County Medical Society 
will sponsor a symposium, “Recent Advances in the Diagnosis 
and Treatment of Cancer,” at the Prichard Hotel, Huntington, 
May 12. A live tumor clinic will be conducted in the morning, 
beginning at 10 a. m. After luncheon the following program 
will be presented: 


Recent Advances in Cytological Diagnosis of Cancer, Felix de Narvaez, 
New York. 

Recent Advances in Endocrinological Diagnosis and Treatment of 
Cancer, William H. Baker, Boston. 

Recent Advances in Use of Radioactive Isotopes in Diagnosis and 
Treatment of Cancer, George R. Meneelly, Nashville, Tenn. 

Recent Advances in Roentgenological Techniques in Diagnosis and 
Treatment of Cancer, Russell H. Morgan, Baltimore. 

Recent Advances in Surgical Treatment of Cancer, Thomas Dao, 


Chicago. 
The Cabell County Medical Society will be host at a cocktail 
party at 6 p. m., which will be followed by a subscription dinner 
($4 per plate). The meeting will end with a panel discussion on 
the controversial concepts of the treatment of cancer, presented 
by the afternoon speakers. All physicians in the Tri-State area 
are cordially invited to the sessions. 


Personal.—Recently elected to honorary life membership in the 
West Virginia State Medical Association were Drs. Charles L. 
Howard, Lewisburg; Charles N. Slater, Clarksburg; and Milton 
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M. Conliffe, Fairmont.——Dr. Hoffman T. Elliott, Logan, has 
been named by Gov. William C. Marland as superintendent ot 
Denmar Sanatorium (tuberculosis) at Denmar to succeed Dr. 
Robert G. Warren, who has resigned. Drs. Scott A. Ford, 
Beckley, Clark K. Sleeth, Morgantown, Robert R. Pittman, 
Marlinton, and George W. West, St. Marys, have been named 
part-time county health officers for Raleigh, Monongalia, 
Pocahontas, and Pleasants counties, respectively, to fill un- 
expired terms. They will hold office until July 1, 1957. Dr. 
Charles Newland Slater and Dr. James Edward Wilson, both of 
whom have practiced medicine in Clarksburg for half a century, 
were honored by the Harrison County Medical Society at the 
meeting in Clarksburg, Oct. 7, 1954. Dr. Frank V. Langfitt, 
Clarksburg, a past president and secretary of the Harrison 
society, and a past president of the West Virginia State Medical 
Association, reviewed their services to the medical profession, 
the society, the community, and the state, and presented each 
with a watch. 








GENERAL 

National Hospital Week.—The theme of National Hospital 
Week, May 8-14, will be “Your Hospital—A Tradition of 
Service.” National Hospital Week, sponsored annually by the 
American Hospital Association, is the outgrowth of a National 
Hospital Day established in 1921 and expanded to a week in 
1953. National Hospital Week is traditionally built around the 
May 12 birthday of Florence Nightingale. 


College of Angiology—tThe recently organized American 
College of Angiology will hold its first official annual meeting 
in Atlantic City, N. J., June 4, under the presidency of Dr. Saul 
S. Samuels, New York, editor-in-chief of Angiology. The college 
will emphasize the consolidation of all scientific information 
regarding the function of the blood vessels in both health and 
in disease; it also functions as a specialty board for the certifica- 
tion of qualified physicians and surgeons as fellows of the 
American College of Angiology, and will establish residencies 
in angiology in qualified hospitals and medical institutions. 
Headquarters are at 151 E. 83rd St., New York. 


Meeting of Radiologists—The Pacific Northwest Radiological 
Society will hold its annual meeting May 14-15 in the Davenport 
Hotel, Spokane, Wash. Dr. Lauren V. Ackerman, professor of 
surgical pathology at Washington University School of Medicine, 
St. Louis, and Dr. Leo Rigler, professor of roentgenology at the 
University of Minnesota Medical School, Minneapolis, will 
be guest speakers. On Saturday Dr. Ackerman will present 
“Chondrosarcoma, Plasma Cell Myeloma and Giant Cell Tumor: 
A Review of the Cases Seen at Barnes Hospital,” and on Sunday 
“The Pathology of Lung Carcinoma.” Dr. Rigler will consider 
“The Roentgenological Diagnosis of Gastric Carcinoma” on 
Saturday and “The Roentgenological Diagnosis of Lung Car- 
cinoma” Sunday. 


Meeting on Cleft Palate Rehabilitation —The American Associ- 
ation for Cleft Palate Rehabilitation will hold its 13th annual 
meeting at the Statler Hotel, Boston, May 13-14. The meeting 
will be open to nonmembers. The association will inaugurate its 
short courses with “Growth and Development Methods for 
Investigation” Thursday morning and “The Physiology of 
Speech” Thursday afternoon. In addition to these courses, “The 
Growth and Development of the Head in Patients with Cleft 
Palate and Cleft Lip” and “Speech Pathology of the Cleft Palate 
Patient” will be offered at the next annual session. The Friday 
afternoon meeting will open with a film, “Posterior Pharyngeal 
Wall Flaps in the Rehabilitation of Complicated Palate Cases” 
by Drs. Richard C. Webster and David M. Ju, Brookline, Mass., 
and will close with table clinics. The annual dinner meeting at 
7:15 p. m. will be preceded by a social period. 


Meeting on the History of Medicine —The American Associ- 
ation of the History of Medicine will hold its annual meeting 
at the Park Shelton Hotel, Detroit, May 12-14. Visits to the 
Detroit Museum of Art and the Detroit Historical Museum are 
scheduled for Thursday morning. Thursday at 3:30 p. m. Samuel 
Noah Kramer, Ph.D., Philadelphia, will deliver the Garrison 
Lecture, “The First Prescription in Man’s Recorded History: 
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A Sumerian Clay Tablet from 2100 B. C.” A symposium on 
the history of hospitals Thursday evening will include “High- 
lights from the History of Hospitals” by Dr. Henry R. Carstens, 
Washington, D. C.; “History of Hospital Pharmacies” by Dr. 
A. Berman; “History of Children’s Hospitals” by Dr. Samuel X. 
Radbill, Philadelphia; and “Medical Care and Social Policy in 
French Revolution” by Dr. George Rosen, New York. A sym- 
posium on medicine and philosophy will be presented Friday 
afternoon. Dr. Frederick A. Coller, Ann Arbor, Mich., will 
address the annual dinner session, Friday, 8 p. m., on “Relation 
of Surgery to Science.” 


Bacteriologists Meet in New York.—The 55th general meeting 
of the Society of American Bacteriologists will be held at the 
Statler Hotel, New York, May 8-12 under the presidency of 
H. Orin Halvorson, Ph.D., Urbana, Ill. Before the general session 
of all divisions Sunday, 8 p. m., Dr. Leona Baumgartner, com- 
missioner of health, New York City, will present the special 
lecture, “The Public Health, the Health Officer, and the Scien- 
tist.” Scheduled for Monday at 7:30 p. m. are a symposium on 
potential contributions of microbial genetics to some problems 
of epidemiology, a symposium on applications of ionizing radi- 
ation to food and pharmaceutical preservations, and 11 scientific 
motion pictures. Tuesday at 7:30 p. m. symposiums will be 
offered on microbial toxins and on electron transport in the 
metabolism of micro-organisms. A reception for president and 
Mrs. Halvorson will precede the annual banquet Wednesday, 
7 p. m., at which Dr. Morris Rakieten, Islip, N. Y., will serve 
as toastmaster. The following symposiums are scheduled to be 
presented Thursday at 2 p. m.: Maintenance of Cultures of 
Micro-Organisms; Rumen Microbiology; Methodology for Sal- 
monella in Food; Problems in Taxonomy; History of Bacteriol- 
ogy in New York City. The New York City bacteriologists will 
be hosts for the annual meeting. 


Maxillofacial Surgeons Meet in Kentucky.—The annual meeting 
of the American Society of Maxillofacial Surgeons will convene 
in Louisville, May 8-11, under the presidency of Dr. Clifford L. 
Kiehn, Cleveland. The Monday and Wednesday sessions will 
be held at the Brown Hotel, and the Tuesday session at the 
U. S. Veterans Administration Hospital, where a tumor clinic 
will be presented at 3 p. m. Presentations by invitation include: 

Injuries to the Soft Tissues of the Face, Herbert Conway, New York. 

Cranial Complications of Maxillofacial Injuries, Adrien H. Verbrugghen, 
Chicago. 

Management of Injury to the Facial Nerve, Roy Glen Spurling, Louis- 
ville, Ky. 

Treatment of Micrognathia with Respiratory Obstruction in Infants, 
Beverly Douglas, Nashville, Tenn. 

Pre and Postoperative Care in Radical Neck Surgery, Condict Moore, 
Louisville, Ky. 

Electrolyte, Salt and Water Balance in Prolonged Head and Neck 
Surgery, William Brodsky, Louisville, Ky. 

Surgery for Carcinoma of the Tongue and Floor of the Mouth. Causes 
of Failure in Surgery of Malignant Disease of the Mouth and Jaws, 
Everett Sugarbaker, Jefferson City, Mo. 

Cobalt Therapy in Head and Neck Cancer, Herbert D. Kerman, Louis- 
ville, Ky. 

Low Intensity Radium Needles in Head and Neck Cancer, Jesshill 
Love, Louisville, Ky. 

Carcinoma of the Extrinsic Larynx—Emphasizing Metastatic Disease, 
Joseph Hamilton and Heinz Oppenheim, Louisville, Ky. 

The annual dinner is scheduled for Monday, 7 p. m. An informal 
dinner with entertainment is planned for Tuesday, 7 p. m. 


Public Health Meeting in New Orleans.—The Southern branch of 
the American Public Health Association will hold its 24th annual 
meeting at the Jung Hotel, New Orleans, May 11-13. The presi- 
dent’s address at 10:30 a. m. Wednesday by Dr. John W. R. 
Norton, Raleigh, N. C., will be followed by a talk by Dr. Benja- 
min Freedman, New Orleans, whose topic will be the theme of 
the conference, “Pioneering in Public Health—A Heritage of 
the South.” At a luncheon meeting, Thursday, Dr. W. W. Bauer, 
Chicago, Director, American Medical Association Bureau of 
Health Education, will have as his subject “Nurses Are There 
—Or Are They?” The health education section has scheduled 
a group discussion, “What Are the Common Goals and Ap- 
proaches in Health Education, Mental Health, Training and 
Administration?” for Wednesday afternoon. A symposium, “The 
Influence of Our Heritage on Food Practices in the South and 
Implication for Program Planning,” will be offered by the nutri- 
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tion section Wednesday, 3 p. m. On Friday afternoon there will 
be a joint meeting of the health officers’ section and the public 
health nursing section, and at 4 p. m. the sanitation section will 
present a symposium, “Sanitation Objectives in the Field of 
Accident Prevention.” The annual banquet and dance will be 
held Wednesday evening, and a seafood boil and dance has been 
scheduled by the Louisiana Public Health Association for 
Tuesday, 8 p. m. 


Awards for Heart Disease Research.—The American Heart 
Association announces that 114 fellowship awards totaling 
$695,000 have been made to research workers in the field of 
heart and blood vessel diseases for studies to be conducted 
during the 12 months beginning July 1. The awards will provide 
support for three career investigators, 50 established investiga- 
tors, and 61 research fellows of the association, who will carry 
out their studies in 23 states, the District of Columbia, England, 
the Philippines, and Denmark. The Career Investigatorship, 
which affords unrestricted, lifetime research support to scientists 
of outstanding ability, provides $25,000 per year to cover the 
stipend of the Career Investigator and to furnish him with tech- 
nical assistance, equipment, and supplies. Currently the appoint- 
ment is held by Dr. Victor Lorber, University of Minnesota 
Medical School, Minneapolis, who is engaged in research on 
metabolic processes within heart muscle; Dr. Albert H. Coons, 
Harvard Medical School, Boston, who is working on problems 
of disease immunity, with particular reference to rheumatic 
fever; and John R. Pappenheimer, Ph.D., of Harvard, whose 
studies are concerned with the circulation of the blood in the 
kidneys. Established investigatorships, awarded to highly quali- 
fied scientists for periods of from one to five years, subject to 
annual review, provide stipends of from $6,000 to $9,000 per 
year. Research fellowships, awarded for one or two year periods, 
intended to help younger scientists train for research careers 
under experienced supervision, carry stipends of from $3,500 to 
$5,500 per year. 


Psychiatrists Meet in Atlantic City —The 111th annual meeting 
of the American Psychiatric Association will be held in Atlantic 
City, N. J., May 9-13, The presidential address will be delivered 
Monday morning by Dr. Arthur P. Noyes, Norristown, Pa., 
and response will be made by Dr. R. Finley Gayle Jr., Rich- 
mond, Va., president-elect. A joint meeting of the section on 
psychoanalysis and the American Psychoanalytic Association is 
scheduled for Monday afternoon. A closed-circuit psychiatric 
television program that will be broadcast to 158 stations on the 
NBC-TV network, will be presented Monday, 8 p. m., through 
the courtesy of the Smith, Kline & French Company. A joint 
meeting of the Atlantic County Society for Mental Hygiene and 
the American Psychiatric Association Monday, 8 p. m., at the 
Claridge Hotel, will have as its subject “Can Mental Health 
Be Maintained in a World of Tension?” Speakers will be Drs. 
Jack R. Ewalt, Boston, Leo H. Bartemeier, Baltimore, and 
Maurio Linden. Dr. Ralph W. Gerard, Chicago, has been invited 
to present the Academic Lecture, “Biological Roots of Psychi- 
atry,” at 10:45 a. m. on Tuesday. Tuesday evening will be de- 
voted to round-table meetings, several of which will be dinner 
meetings. The annual dinner, 7 p. m., Wednesday, will be pre- 
ceded by a cocktail party sponsored by the New Jersey Neuro- 
psychiatric Association through the courtesy of the Ciba Pharma- 
ceutical Company. The open meeting of the Committee on 
Public Information will be held Thursday at 2 p. m. and an 
open meeting of the Committee on Industrial Psychiatry at 3 
p. m. A theoretical symposium, “The Behavioral and Mathe- 
matical Correlates of Symbol Formation,” scheduled for Thurs- 
day at 2 p. m., will be opened with “Fixed and Random Logical 
Patterns and the Problem of Reliability” by John von Neumann, 
Ph.D. (by invitation), Washingtoa, D. C., which will be discussed 
by Dr. Warren S. McCulloch (by invitation), Cambridge, Mass. 
A program of movies and papers is also scheduled for Thursday 
at 2 p. m. Thursday evening will be devoted to round-table 
meetings. 


Society News.—Newly elected officers of the Central Surgical 
Association are: Dr. Rudolf J. Noer, Louisville, Ky., president; 
Dr. Robert M. Zollinger, Columbus, Ohio, president-elect; Dr. 
Charles D. Branch, Peoria, Ill., secretary; Dr. William A. Alte- 
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meier, Cincinnati, treasurer; and Dr. Hilger P. Jenkins, Chicago, 
recorder. Newly elected officers of the American Committee 
on Maternal Welfare include Dr. Frederick H. Falls, River 
Forest, president; Dr. F. Bayard Carter, Durham, N. C., vice- 
president; Miss Ann Kirchner, R.N., Chicago, secretary; Dr. 
Luella E. Nadelhoffer, Evanston, Ill., treasurer; and Mr. Howard 
I. Wells Jr., Chicago, executive secretary ——Newly elected 
officers of the American Academy of Obstetrics and Gynecolegy 
include: Dr. William F. Mengert, Dallas, Texas, president; Dr. 
Ralph E. Campbell, Madison, president-elect; Dr. Donald G. 
Tollefson, Los Angeles, first vice-president; Dr. Clyde L. Randall, 
Buffalo, second vice-president; Dr. Herbert FE. Schmitz, Chicago, 
treasurer; Dr. C. Paul Hodgkinson, Birmingham, Mich., secre- 
tary; and Dr. Charles D. Kimball, Seattle, assistant secretary. 
Newly elected officers of the Southeastern Surgical Congress 
include: Dr. James O. Morgan, Gadsden, Ala., president-elect; 
Dr. Julius C. Davis, Quincy, Fla., vice-president; Dr. Benjamin 
T. Beasley, Atlanta, Ga., secretary-director general; and Dr. 
Alva H. Letton, Atlanta, treasurer. Dr. Donald S. Daniel, Rich- 
mond, Va., is the incoming president.———The Puget Sound 
Academy of Ophthalmology and Otolaryngology recently cele- 
brated its golden anniversary with a dinner at the Ranier Club 
in Seattle. Drs. Clinton T. Cooke, Portland, Ore., and Richard 
W. Perry, Seattle, 50-year members and founders of the acad- 
emy, were honored at the annual president's dinner on Jan. 8. 
Dr. Cooke was president of the academy in 1909. Dr. Perry 
served as president in 1914.——At a recent mecting of the 
South Atlantic Association of Obstetricians and Gynecologists 
Dr. Waverly R. Payne, Newport News, Va., was elected presi- 
dent; Dr. Charles J. Collins, Orlando, Fla., vice-president; 
Dr. John C. Burwell Jr., Greensboro, N. C., president-elect; 
Dr. C. Hampton Mauzy, Winston-Salem, N. C., secretary- 
treasurer; and Dr. W. Norman Thornton, Charlottesville, Va., 
assistant secretary-treasurer. The next meeting will be held at 
the Hollywood Beach Hotel, Hollywood, Fla., Jan. 28-Feb. 1, 
1956.——The Radiological Society of North America recently 
presented its gold medal to Mr. Lauriston S. Taylor, chief, atomic 
and radiation physics division, National Bureau of Standards, 
Washintgon, D. C. The bureau states that “Largely through the 
efforts of the National Committee on Radiation Protection, of 
which Mr. Taylor is chairman, this country has established uni- 
form radiation protection procedures for medical and industrial 
workers and the public.” Mr. Taylor is co-author of the book 
“Physical Foundations of Radiology.” He has been associate 
editor of the American Journal of Roentgenology since 1930, 
and atomic physics editor of Radiology since 1931. 








FOREIGN 

Hospital Congress.—The ninth International Hospital Congress 
will convene in Lucerne, May 29-June 3, to discuss “The Mental 
Well-Being of Patients in the General Hospital.” The first 
plenary session will open with presentation of the René Sand 
Memorial Lecture in memory of the late Dr. Sand, who was 
president of the International Hospital Federation from 1947 
to 1953. Following this lecture “The Attitude of Society and 
of the Individual Towards Illness: Factors Determining the Role 
of the Hospital” and “Hospitalization and Its Effects, Both 
Immediate and Long-Term, on the Patient and His Family” will 
be presented. The presidential address will be delivered Tuesday 
at 9:30 a. m. by Dr. Otto Binswanger, Kreuzlingen, Switzerland. 
At an all-day open forum Thursday, group discussions will be 
held on questions relating to hospital work and practice other 
than those involved in the general theme; topics will be sug- 
gested by participants. A trip by steamer on Lake Lucerne is 
scheduled for Wednesday evening and the congress dinner for 
Thursday. Further particulars may be obtained from Capt. J. E. 
Stone, C.B.E., M.C., F.S.A.A., honorary secretary and treasurer 
of the International Hospital Federation, 10 Old Jewry, London 
E. C. 2, England. 


CORRECTION 
X-Ray Treatment of Skin Cancer.—lIn the article by Allen and 
Freed in THE JourNaL, April 9, 1955, on page 1272, the legends 
of the two graphs have been interchanged. The legend under 
figure 1 should be that under figure 2 and vice versa. 
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AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 


1955 Annual Meeting, Atlantic City, N. J., June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2, 


1956 Annual Meeting, Chicago, June 11-15. 
1956 Clinical Meeting, Seattle, Nov. 27-30. 


1957 Annual Meeting, New York, June 3-7. 


AMERICAN ACADEMY OF TUBERCULOSIS PHYSICIANS, Ritz-Carlton Hotel, 
Atlantic City, N. J., June 4. Dr. Oscar $. Levin, P. O. Box 7011, 
Denver, Secretary. 

AMERICAN ASSOCIATION FOR CLEFT PALATE REHABILITATION, Statler Hotel, 
Boston, May 13-14. Dr. Jack Matthews, 1617 Cathedral of Learning, 
University of Pittsburgh, Pittsburgh 13, Secretary. 

AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS, Monterey Lodge, 
Monterey, Calif., May 22-25. Dr. John A. Taylor, 2 East 54th St., 
New York 22, Secretary. 

AMERICAN ASSOCIATION OF THE History OF MEDICINE, Hotel Park Shelton, 
Detroit, May 12-14. Dr. Samuel X. Radbill, 7043 Elmwood Ave., Phila- 
delphia 42, Secretary. 

AMERICAN ASSOCIATION ON MENTAL DeFIcreNcy, Statler Hotel, Detroit, 
May 24-28. Dr. Lloyd N. Yepsen, New Lisbon, N. J., Secretary. 

AMERICAN COLLEGE OF ANGIOLOGY, Brighton Hotel, Atlantic City, N. J., 
June 4. Dr. Hugh Murphy, 151 East 83d St., New York, Secretary. 

AMERICAN COLLEGE OF CARDIOLOGY, Hotel Biltmore, New York, May 
19-21. Dr. Philip Reichert, 140 West 57th St., New York 19, Secre- 
tary. 

AMERICAN COLLEGE OF CHEST PHysICcIANS, Atlantic City, N. J., June 2-5, 
Mr. Murray Kornfeld, 112 East Chesnut St., Chicago 11, Executive 
Director. 

AMERICAN DIABETES ASSOCIATION, Chalfonte-Haddon Hall, Atlantic City 
N. J., June 4-5. Dr. John A. Reed, 1 East 45th St., New York 17, 
Secretary 

AMERICAN ELECTROENCEPHALOGRAPHIC Society, Palmer House, Chicago, 
June 10-12. Dr. W. T. Liberson, EEG Research Laboratory, Veterans 
Administration Hospital, Northampton, Mass., Secretary. 

AMERICAN GASTROENTEROLOGICAL ASSOCIATION, Claridge Hotel, Atlantic 
City, N. J., June 3-4. Dr. H. Marvin Pollard, University Hospital, Ann 
Arbor, Mich., Secretary. 

AMERICAN GasTROSCOPIC SoclETY, West Room, Haddon Hall, Atlantic 
City, N. J., June 2. Dr. John Tilden Howard, 12 East Eager St., Balti- 
more 2, Secretary. 

AMERICAN GYNECOLOGICAL SociETy, Chateau Frontenac, Quebec, Canada, 
May 23-25. Dr. John I. Brewer, 104 S. Michigan Blvd., Chicago 3, 
Secretary. 

AMERICAN MEDICAL WOMEN’S ASSOCIATION, Hotel Dennis, Atlantic City, 
N. J., June 2-5. Miss L. T. Majally, 1790 Broadway, New York 19, 
Executive Secretary. 

AMERICAN NEUROLOGICAL ASSOCIATION, Palmer House, Chicago, June 13-15. 
Dr. H. Houston Merritt, 710 West 168th St., New York 32, Secretary. 

AMERICAN OPHTHALMOLOGICAL Society, Greenbrier Hotel, White Sulphur 
Springs, W. Va., June 2-4. Dr. Maynard C. Wheeler, 30 West 59th St. 
New York 19, Secretary. 

AMERICAN ORTHOPEDIC ASSOCIATION, Greenbrier Hotel, White Sulphur 
Springs, W. Va., June 19-22. Dr. George O, Eaton, 4 East Madison St., 
Baltimore 2, Secretary. 

AMERICAN PepiaTrIc Society, Chateau Frontenac, Quebec, Canada, June 
13-17. Dr. Aims C. McGuinness, Medical Laboratories, University of 
Pennsylvania, Philadelphia 4, Secretary. 

AMERICAN ProctoLtocic Society, Hotel Statler, New York, June 1-4. 
Dr. Karl Zimmerman, 3500 Fifth Ave., Pittsburgh 13, Secretary 

AMERICAN PSYCHIATRIC ASSOCIATION, Traymore and Claridge Hotels, 
Atlantic City, N. J., May 9-13. Dr. William Malamud, 80 East Concord 
St., Boston 18, Secretary. 

AMERICAN RHEUMATISM ASSOCIATION, Hotei Dennis, Atlantic City, N. J., 
June 3-4. Dr. William H. Kammerer, 33 East 61st St., New York 21, 
Secretary. 

AMERICAN SOCIETY FOR ARTIFICIAL INTERNAL ORGANS, Hotel Chelsea, 
Atlantic City, N. J., June 4-5. Dr. Peter F. Salisbury, Institute for 
Medical Research, 4751 Fountain Ave., Los Angeles 29, Acting Secretary. 

AMERICAN SOCIETY OF MAXILLOFACIAL SURGEONS, Brown Hotel, Louisville, 
Ky., May 9-11. Dr. John A. Drummond, 1414 Drummond St., Montreal, 
Canada, Secretary 

AMERICAN SOCIETY FOR THE STUDY OF STERILITY, Ritz-Carlton Hotel, 
Atlantic City, N. J., June 3-5. Dr. Herbert H. Thomas, 920 South 19th 
St., Birmingham, Ala., Secretary. 

AMERICAN THERAPEUTIC Society, Shelburne Hotel, Atlantic City, N. J., 
June 2-5. Dr. Oscar B. Hunter Jr., 915 Nineteenth St. N.W., Washing- 

ton 6, D. C., Secretary. 
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AMERICAN TRUDEAU Socrety, Schroeder Hotel, Milwaukee, May 23-27, 
Dr. W. G. Childress, 1790 Broadway, New York 19, Secretary. 

AMERICAN UROLOGICAL AssociaTION, Hotel Biltmore, Los Angeles, May 
16-19. Dr. Charles H. deT. Shivers, 121 South Illinois Ave., Atlantic 
City, N. J., Secretary. 


ARKANSAS MepicaL Socrety, Arlington Hotel, Hot Springs, May 29-June 1. 
Dr. J. J. Monfort, 215 Kelley Bidg., Fort Smith, Secretary. 


ASSOCIATION FOR RESEARCH IN OPHTHALMOLOGY, Dennis Hotel, Atlantic 
City, N. J., June 7-9. Dr. Lorand V. Johnson, 10515 Carnegie Ave., 
Cleveland 6, Secretary. 

CATHOLIC HOSPITAL ASSOCIATION OF THE U. S. AND Canaba, Kiel Audi- 
torium, St. Louis, May 16-19. Mr. M. R. Kneifi, 1438 South Grand 
Bivd., St. Louis 4, Executive Secretary. 

IpaHO STATE MEDICAL ASSOCIATION, Sun Valley, June 19-22. Mr. Armand 
L. Bird, 364 Sonna Bidg., Boise, Executive Secretary. 

Intrnois STaTE MeEDIcAL Society, Hotel Sherman, Chicago, May 17-20, 
Dr. Harold M. Camp, 224 South Main St., Monmouth, Secretary. 


MAINE MEDICAL ASSOCIATION, The Samoset, Rockland, June 19-21. Mrs. 
Esther M. Kennard, 142 High St., Portland 3, Secretary. 


MASSACHUSETTS MeEDiIcaL Society, Hotel Statler, Boston, May 17-19. Dr, 
Robert W. Buck, 22 Fenway, Boston 15, Secretary. 


MEeEDIcaL Liprary ASSOCIATION, Hotel Schroeder, Milwaukee, May 17-20. 
Miss Esther Judkins, Rockefeller Institute, 66th St. at York Ave., New 
York 21, Secretary. 


MEDIcaL Society EXxecuTIves CONFERENCE, Ritz-Carlton Hotel, Atlantic 
City, N. J., June 4. Mr. W. H. Bartleson, 3036 Gillham Road, Kansas 
City 8, Mo., Secretary. 

MEDICAL SURGICAL CONFERENCE, Great Falls, Mont., June 20-21. Dr. Carl 
Nelson, 600 Central Ave., Great Falls, Mont., Secretary. 


MINNESOTA STATE MEDICAL ASSOCIATION, Hotel Radisson, Minneapolis, 
May 23-25. Mr. R. R. Rosell, Lowry Medical Arts Bldg., St. Paul 2, 
Executive Secretary. 

MIssIssipP1 STATE MEDICAL ASSOCIATION, Hotel Buena Vista, Biloxi, May 
10-12. Mr. Rowland B. Kennedy, 860 Milner Bidg., Jackson, Executive 
Secretary. 

NATIONAL TUBERCULOSIS ASSOCIATION, Hotel Schroeder, Milwaukee, May 
23-27. Dr. James E. Perkins, 1790 Broadway, New York 19, Managing 
Director. 

NEBRASKA STATE MEDICAL AssociATION, Hotel Paxton, Omaha, May 16-19. 
Dr. R. B. Adams, 1315 Sharp Bldg., Lincoln, Secretary. 


NEw York, MEDicaL SOcIETY OF THE STATE OF, Hotel Statler, Buffalo, 
May 9-13. Dr. Walter P. Anderton, 386 Fourth Avenue, New York 16, 
Secretary. 

NorTH AMERICAN CHAPTER, INTERNATIONAL SOCIETY OF ANGIOLOGY, Chal- 
fonte-Haddon Hall, Atlantic City, N. J., June 4. Dr. Henry Haimovici, 
105 East 90th St., New York 28, Secretary. 

OKLAHOMA STATE MEDICAL ASSOCIATION, Mayo Hotel, Tulsa, May 8-11. 
Mr. R. H. Graham, 1227 Classen Drive, Oklahoma City, Executive 
Secretary. 

PaciIFIC NORTHWEST SOCIETY OF PLASTIC AND RECONSTRUCTIVE SURGEONS, 
Spokane, Wash., May 21. Dr. E, E. Banfield, Medical Arts Blidg., 
Tacoma 2, Washington, Secretary. 

Society OF AMERICAN BACTERIOLOGISTS, Statler Hotel, New York, May 
8-13. Dr. John Hays Bailey, Sterling Winthrop Research Institute, 
Rensselaer, N. Y., Secretary. 

Society oF BroLoGcicaL Psycuiatry, Palmer House, Chicago, June 11-12. 
Dr. George N. Thompson, 2010 Wilshire Blvd., Los Angeles 5, Secretary. 

Society FOR INVESTIGATIVE DERMATOLOGY, Ritz-Carlton Hotel, Atlantic 
City, N. J., June 4-5. Dr. Herman Beerman, 255 South 17th St., 
Philadelphia 3, Secretary. 

SociETy FOR PEDIATRIC RESEARCH, Chateau Frontenac, Quebec, Canada, 
June 15-18. Dr. Sydney S. Gellis, 330 Brookline Ave., Boston 15, Sec- 
retary. 

SOCIETY FOR VASCULAR SuRGERY, Atlantic City, N. J., June 5. Dr. George 
D. Lilly, 333 Ingraham Bldg., Miami 32, Fla., Secretary. 

SouTH CAROLINA MEDICAL ASSOCIATION, Francis Marion Hotel, Charleston, 
May 10-12. Dr. Robert Wilson, 165 Rutledge Ave., Charleston, 
Secretary. 

SouTH Dakota STATE MEDICAL AssociaTION, Lawler Hotel, Mitchell, May 
21-24. Dr. G. I. W. Cottam, 300 First National Bank Bidg., Sioux 
Falls, Secretary. 

SOUTHERN BRANCH, AMERICAN PuBLIC HEALTH ASSOCIATION, New Orleans, 
May 11-13. Dr, Frank M. Hall, P. O. Box 491, Gainesville, Fla., 
Secretary. 

THE Enpocring Society, Chalfonte-Haddon Hall, Atlantic City, N. J., 
June 2-4. Dr. Henry H. Turner, 1200 N. Walker St., Oklahoma City 3, 
Secretary. 

Upper PENINSULA Mepical Society, Gateway Hotel, Land O’Lakes, Wis., 
June 17-18. Dr. William H. Wacek, Box 680, Ironwood, Mich., Sec- 
retary. ; 

Woman’s AUXILIARY TO THE AMERICAN MEDICAL ASSOCIATION, Haddon 
Hall, Atlantic City, N. J., June 6-10. Miss Margaret Wolfe, 535 N. 
Dearborn St., Chicago 10, Executive Secretary. 

WYOMING STATE MEDIcAL Society, Hotel Connor, Laramie, June 12-15. 

Mr. Arthur R. Abbey, Box 2036, Cheyenne, Executive Secretary. 
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FOREIGN AND INTERNATIONAL 
AUSTRALASIAN MEDICAL Conaoress, Sydney, N.S.W., Australia, Aug. 20-27. 
For information write: Federal Council of the B.M.A. in Australia, 135 
Macquaire St., Syndey, N.S.W., Australia. 


BriTIsH MEDICAL ASSOCIATION, Representative Meeting, London, England, 
June 1-4. Dr. A. Macrae, B.M.A. House, Tavistock Square, London, 
W.C.1, England, Secretary. 


CANADIAN AND British MeDicaL Associations, Joint Meeting, Toronto, 
Canada, June 20-22. Dr. Arthur D. Kelly, 244 St. George St., Toronto, 
Canada, General Secretary. 


COMMONWEALTH HEALTH AND TUBERCULOSIS CONFERENCE, Royal Festival 
Hall, London, England, June 21-25. Mr. J. H. Harley Williams, Tavistock 
House North, Tavistock Square, London, W.C.1, England, Secretary 
General. 


CONGRESS OF INTERNATIONAL ASSOCIATION OF APPLIED PsycHoLocy, Lon 
don, England, July 18-23. Dr. C. B. Frisby, National Institute of Indus- 
trial Psychology, 14 Welbeck St., London, W.1, England, President. 


CONGRESS OF INTERNATIONAL ASSOCIATION OF PSYCHOTECHNOLOGY, London, 
England, July 18-23. For information write: Dr. C. B. Frisby, Director, 
National Institute of Industrial Psychology, 14 Welbeck St., London, 
W.1, England. 


CONGRESS OF THE INTERNATIONAL ASSOCIATION FOR THE STUDY OF THE 
Broncu!, Stockholm, Sweden, June 18-19. For information write: Dr. 
J. M. Lemoine, 187 boulevard St. Germain, Paris 7*, France. 


CONGRESS OF INTERNATIONAL DIABETES FEDERATION, Cambridge, England, 
July 4-8. Mr. James G. L. Jackson, 152 Harley St., London, W.1, Eng- 
land, Executive Secretary General. 


CONGRESS OF INTERNATIONAL SOCIETY OF SURGERY, Copenhagen, Denmark, 
July 23-29. Dr. L. Dejardin, 141 rue Belliard, Brussels, Belgium, General 
Secretary. 


EUROPEAN CONGRESS ON RHEUMATISM, Scheveningen, The Hague, Nether- 
lands, June 13-17. Dr. H. van Swaay, Pieter Bothstraat 12, The Hague, 
Netherlands, Secretary. 


INTERNATIONAL ACADEMY OF LEGAL AND SociaAL MEDIcine, Plenary Con- 
ference, Genes, Italy, Oct. 13-17. Prof. Domenico Macaggi, Institut de 
Medicine legale, Universite de Genes, Genes, Italy, President. 

INTERNATIONAL ANATOMICAL CONGRESS, Paris, France, July 25-30. Prof. Gas- 
ton Cordier, 45, rue des Saints-Péres, Paris 6°, France, Secretary General. 

INTERNATIONAL CONGRESS OF ACUPUNCTURE, Paris, France, May 14-17. 
Dr. J. Gillet, Avenue Franklin D. Roosevelt, 8/111, Paris 8*, France, 
Secretary. 

INTERNATIONAL CONGRESS OF ALLERGOLOGY, Rio de Janeiro, Brazil, S. A., 
Nov. 6-13. Dr. Bernard N. Halpern, 197 boulevard St. Germain, Paris 
7°, France, Secretary General. 

INTERNATIONAL CONGRESS OF ANGIOLOGY AND HISTOPATHOLOGY, Fribourg, 
Switzerland, Sept. 2-5. For information write: Dr. Gerson, 4 rue Pasquier, 
Paris 8°, France. 


INTERNATIONAL CONGRESS OF BIOCHEMISTRY, Brussels, Belgium, Aug. 1-6. 
Prof. C. Liebecq, 17 Place Delcour, Liége, Belgium, Secretary General. 


INTERNATIONAL CONGRESS OF COMPARATIVE PATHOLOGY, Lausanne, Switzer- 
land, May 26-31. Professor Hauduroy, 19 rue Cesar Roux, Lausanne, 
Switzerland, Secretary General. 


INTERNATIONAL CONGRESS OF CRIMINOLOGY, London, England, Sept. 11-18. 
For information write: Dr. Carroll, 28 Weymouth St., London, W.1, 
England. 


INTERNATIONAL CONGRESS OF EUROPEAN SOCIETY OF HAEMATOLOGY, Freiburg 
i,Br., Germany, Sept. 20-24. Prof. Dr. L. Heilmeyer, Hugstetter Strasse 
55, Freiburg i,Br., Germany, Chairman. 


INTERNATIONAL CONGRESS OF LIBRARIANSHIP AND DOCUMENTATION, Brussels, 
Belgium, Sept. 11-18. For information write: Dr. A. C. Breycha-Vauthier, 
Librarian, United Nations, Geneva, Switzerland. 


INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, Istanbul, 
Turkey, Aug. 28-Sept. 1. Dr. J. Voncken, International Committee of 
Military Medicine and Pharmacy, 79 rue Saint Laurent, Leige, Belgium, 
Secretary-General. 


INTERNATIONAL CONGRESS OF NEUROPATHOLOGY, London, England, Sept. 
12-17. Dr. W. H. McMenemey, Maida Vaile Hospital for Nervous Dis- 
eases, London, W.9, England, Secretary. 


INTERNATIONAL CONGRESS OF PLAsTIC SuRGERY, Stockholm, Sweden, Aug. 
1-4, and Uppsala, Sweden, Aug. 5. Dr. Tord Skoog, Uppsala, Sweden, 
General Secretary. 


INTERNATIONAL CONGRESS ON Urinary Litutasis, Evian, France, Sept. 2-4. 
Mr. Rossollin-Grandville, Direction Cachet, Evian (Hte-Savoie), France, 
Secretary General. 


INTERNATIONAL HospiTaL Conoress, Lucerne, Switzerland, May 29-June 3. 
Capt. J. E. Stone, International Hospital Federation, 10 Old Jewry, 
London, E.C.2, England, Hon. Secretary. 


INTERNATIONAL MEDICAL CONGRESS, Verona, Italy, Sept. 1-4. For informa- 
tion write: c/o Offices of the International Verona Fair, Piazza Bra., 
Verona, Italy. 


INTERNATIONAL OFFICE OF DOCUMENTATION OF Military MEDicINeE, Istan- 
bul, Turkey, Aug. 28-Sept. 1. Dr. J. Voncken, 79 rue Saint Laurent, 
Liege, Belgium, Secretary-General. 
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INTERNATIONAL SOCIETY FOR THE STUDY oF BroLoorcal Ruytums, Stock- 
holm, Sweden, Sept. 15-17. For information write: Prof. Ture Petrén, 
Karolinska Institutet, Stockholm 60, Sweden. 


INTERNATIONAL SuRGICAL Concress, Geneva, Switzerland, May 23-26. Dr. 
Max Thorek, 1516 Lake Shore Drive, Chicago, Illinois, U. S. A., Secre- 
tary General. 


INTERNATIONAL SYNDICATE OF GYNECOLOGISTS AND ORsTETRICIANS, Meeting 
Hall of Medical Societies, Paris, France, June 27-28. Dr. Jacques Cour- 
tois, 1, rue Racine, Saint-Germain-en-Laye (S & ©), France, Secretary 
General. 


IntsH MepicaL Association, Trinity College, Dublin, Ireland, July 4-8. 
Dr. P. J. Delaney, 10 Fitzwilliam Place, Dublin, Ireland, Secretary. 
InisH OPHTHALMOLOGICAL Society, Dublin, Ireland, May 12-14. 


NEURORADIOLOGIC SymPpostuM, London, England, Sept. 13-17. Dr. R. D 
Hoare, National Hospital, Queer Square, London, W.C.1, England, 
Secretary. 

Pan AMERICAN CONGRESS OF OPHTHALMOLOGY, Santiago, Chile, S. A., Jan. 
9-14, 1956. Dr. Rene Contardo, Huerfanos 930, Of. 74, Santiago, Chile, 
Secretary General. 


Pan AMERICAN CONGRESS ON RHEUMATIC Diseases, Rio de Janeiro and 
Sao Paulo, Brazil, S. A., Aug. 14-20. For information write: Dr. 
Waldemar Bianchi, 126 Avenida Franklin D. Roosevelt, Rio de Janeiro, 
Brazil, S. A. 


VENEZUELAN CONGRESS OF Mepicat Scrences, Caracas, Venezuela, S. A,, 
Nov. 18-26. Dr. A. L. Briceno Rossi, Apartado 4412, Ofic. del Este, 
Caracas, Venezuela, S. A., Secretary General 


WorLD CONGRESS OF ANESTHESIOLOGISTS, Scheveningen, Netherlands, Sept. 
5-10. For information write: Mr. W. A. Fentener van Vlissingen, Noord- 
Houdringelaan, 24, Bilthoven, Netherlands. 


WorRLD FEDERATION FOR MENTAL HEALTH, Istanbul, Turkey, Aug. 21. Por 
information write: Miss E. M. Thornton, 19 Manchester St., London, 
W.1, England. 


Worip MepDiIcaL AssociaTion, Vienna, Austria, Sept. 20-26. Dr. Louis H. 
Bauer, 345 East 46th St., New York 17, N. Y., U. S. A., Secretary 
General, 





EXAMINATIONS 
AND LICENSURE 








NATIONAL BOARD OF MEDICAL EXAMINERS 


NATIONAL Boarp oF Mepicat Examiners: Parts I] and II in 1955. June 
21-22, Sept. 6-7 (Part I only). Candidates may file applications at any 
time, but the National Board must receive them at least six weeks before 
the date of the examination. New candidates should apply by formal 
registration; registered candidates should notify the board by letter and 
forward their fees. Exec. Sec., Dr. John B. Hubbard, 133 South 36th 
St., Philadelphia 4. 


EXAMINING BOARDS IN SPECIALTIES 

AMERICAN BOARD OF ANESTHESIOLOGY: Written. July 15. Final date for 
filing applications was Jan. 15. Oral. New York City, Oct. 23-27. Sec., 
Dr. Curtiss B. Hickcox, 80 Seymour St., Hartford 15. 


AMERICAN BOARD OF DERMATOLOGY AND SyYPHILOLOGY: Written. Various 
centers, June 30. Oral. Washington, D. C., Oct. 14-16. Final date for 
filing application was March 15. Sec., Dr. B. M. Kesten, One Haven 
Ave., New York 32, N. Y. 


AMERICAN BOARD OF INTERNAL MeDicINe: Oral. Portland, Ore., Sept. 14-16; 
Chicago, Nov. 30-Dec. 1. Subspecialties. Cardiovascular Disease, Chicago, 
Nov. 30. The closing date for acceptance of applications for gastro- 
enterology was Feb. 1, and for cardiovascular disease the closing date 
is June 1, Exec. Sec., Dr. William A. Werrell, 1 West Main St., Madison 
3, Wis. 

AMERICAN BOARD OF NEUROLOGICAL SURGERY: Oral. New Haven, November. 
Oral examinations given in Spring and Fall. Final date for filing appli- 
cation for the Spring examination is October 1; for the Fall examina- 
tion April 1. Sec., Dr. Leonard T. Furlow, Washington University School 
of Medicine, St. Louis 10. 


AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Part II. Oral and 
Clinical Examination. Chicago, May 11-20. Candidates who participated 
in the Part I examinations will be notified of their eligibility for the 
Part II examinations as soon as possible. Sec., Dr. Robert L. Faulkner, 
2105 Adelbert Road, Cleveland 6. 


AMERICAN BOARD OF OPHTHALMOLOGY: Practical Examinations. Philadel- 
phia, May 27-30; Chicago, Oct. 9-14. Final date for filing application for 
1955 practical examination was July 1, 1954. Written. January, 1956. 
Final date for filing application is July 1. Sec., Dr. Merrill J. King, 56 
Ivie Road, Cape Cottage, Maine. 
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AMERICAN BOARD OF ORTHOPAEDIC SURGERY: Part I. Various locations, 
April. Final date for filing applications was Nov. 30, 1954. Sec., Dr. 
Harold A. Sofield, 122 South Michigan Ave., Chicago 3. 


AMERICAN BOARD OF OTOLARYNGOLOGY: Oral. Chicago, Oct. 3-7. Final date 
for filing application is April. Sec., Dr. Dean M. Lierle, University 
Hospitals, lowa City. 


AMERICAN BoOarD OF PEDIATRICS: Oral. New York City, June 10-12; Chi- 
cago, Oct. 7-9; and Washington, D. C., Dec. 2-4. Admin. Sec., Mrs, 
John McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 


AMERICAN BOARD OF PHYSICAL MEDICINE AND REHABILITATION: Philadel- 
phia, June 10-12. The final date for filing applications was March 1, 
Sec., Dr. Earl C. Elkins, 30 N. Michigan Ave., Chicago 2. 


AMERICAN BOARD OF PREVENTIVE MEDICINE: Certification in Public Health. 
Kansas City, Mo., Nov. 10-12. Sec.-Treas., Dr. Ernest L. Stebbins, 615 
N. Wolfe St., Baltimore 5. 


AMERICAN BOARD OF ProctToLoGy: Part I. Philadelphia, May 7. It is possible 
that simultaneous examinations may be held in two other cities depending 
upon the geographic locations of candidates, Part 11. Philadelphia, Sept. 
17. Sec., Dr. Stuart T. Ross, 131 Fulton Ave., Hempstead, N. Y. 

AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY: San Francisco, mid- 
October; New York City, December. Sec., Dr. David A. Boyd, 102-110 
Second Ave. S.W., Rochester, Minn. 

AMERICAN BOARD OF RADIOLOGY: Chicago, Dec. 4. Final date for filing 
applications for the spring examirfation is July 1. Candidates who will 
complete their training by Dec. 31 will be eligible to appear for this 
examination. Sec., Dr. B. R. Kirklin, 429 First National Bank Bldg., 
Rochester, Minn. 

AMERICAN BoarRD OF SURGERY: Part II, Boston, May 16-17; Philadelphia, 
June 13-14. Sec., Dr. John B. Flick, 255 S. Fifteenth St., Philadelphia 2. 

THE Boarp oF THORACIC SURGERY: Written. September. Final date for 
filing applications is July 1. Sec., Dr. Wm. M. Tuttle, 1151 Taylor Ave., 
Detroit 2. 
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The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THE JouRNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 


Monday, May 9 
NBC-TV, 9 p. m. EDT. “Medic” presents “My Child’s 
Keeper”—a story on accidental burns that brings in the 
use of plastic surgery and emphasizes the importance of 
child safety. 


Sunday, May 15 
NBC-TV, 10 p. m. EDT. “March of Medicine” reports 
on mental health in a live telecast from St. Elizabeths Hos- 
pital in Washington, D. C. Presented in cooperation with 
the American Medical Association. 


MAGAZINES 
Life, April 25, 1955 

“Now Within Sight: 100-Year Lifetime,” by Robert Coughlan 
An essay on the aging process built primarily around an 
interview with physiologist Anton J. Carlson, Ph.D. To 
back up the statement in the title, the author says: “Dr. 
Carlson, while granting that man perhaps has the potential 
to live to be 150, believes that 100 is a reasonable figure 
for gerontology to shoot for, on the grounds that a sig- 
nificant number of people (roughly 1 in 33,000 in the U. S.) 
actually do live that long and that there is nothing intrinsic 
in the aging process to prevent others from doing so.” 


Saturday Evening Post 
“They're Saving Lives in Navajo-Land,”’ by Steven M. 
Spencer (April 23, 1955) 
Twenty-one “dedicated” doctors serve the 80,000 Indians 
on the Navajo-Hopi Indian Reservation in Northern Ari- 


J.A.M.A., May 7, 1955 


zona. The author calls it “medical practice in a part of 
the country where doctors are more urgently needed, more 
thinly distributed and are involved in more difficult, yet 
satisfying, doctor-patient relationships than anywhere else in 
the U. S.” 

“They ‘Said I Had Syphilis,” by Aleta White (a pseudonym) 

(April 30, 1955) 
A patient tells of the “biologic false positive reaction” she 
had following a Wassermann test at a Baltimore diag- 
nostic clinic and of her many years of treatment before 
doctors found she did not have syphilis. The author quotes 
Dr. Joseph Earle Moore, associate professor of medicine 
at Johns Hopkins University, as saying: “nearly half of 
the positive reactions among white persons in the upper 
socio-economic levels in the northern half of the U. S. are 
false positives.” 


Parade, May 8, 1955 
“The Boy Who Licked the Odds” 
Progress is being made in treating cancer in children. 
According to the article a number of drugs are responsible 
for excellent results with leukemia: 6-mercapto-purine, 
ACTH, cortisone, TEM, aminopterin, and nitrogen mus- 
tard. In other types of cancer, “daring surgery is winning 
out.” 


McCall’s, May, 1955 

“Artificial Insemination—Legitimate or Illegitimate?” by 

Daniel Lang 
A discussion of the legal, moral, and medical problems in- 
volved in artificial insemination. 

“How to Go to Sleep,” by Mary Davis Gillies 
“Extensive investigation at universities and other research 
centers has still not produced a final explanation of what 
sleep really is.” The author warns against sleeping pills— 
suggesting instead muscular and mental relaxation. 


The American Weekly, May 8, 1955 
“Sex Hormones,” by William Engle 
“Most doctors believe now that sex hormones help in many 
cases of the climacteric. Some believe they help in almost 
all cases. Some, specializing in the use of hermones, are 
convinced they should be taken not only during the cli- 
macteric but right on through later life to promote good 
health.” 


Family Circle, May, 1955 


“The Truth About Sex Prediction,” by Alan F. Guttmacher, 
M.D. 


After discussing various sex-prediction theories, the author 
—director, department of obstetrics and gynecology, the 
Mount Sinai Hospital, New York City—concludes: “the 
sex of man’s unborn remains as unpredictable in A. D. 1955 
as in 1955 B. C.” 


Better Living, May, 1955 
“What to Eat for Your Baby,” by Selwyn James 


“Women ... who stick to a good maternal diet are much 
more likely to enjoy a comfortable pregnancy and a safe 
delivery, as well as to have a healthy, well-developed in- 
fant.” The author provides nutritional “facts” for expectant 
mothers and offers a “complete pregnancy diet.” 


Ladies’ Home Journal, May, 1955 
“Conquering a New Disease,” by Peter Briggs 


Researchers have discovered that retrolental fibroplasia in 
premature babies has been caused by routine use of oxygen. 
Hospitals now use it only when absolutely necessary. 
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Van der Slice, Edwin Rank ® Oakland, Calif.; born in Flora, 
ill, April 18, 1875; University of Michigan Department of 
Medicine and Surgery, Ann Arbor, 1903; for two years served 
with the department of pathology in the University of Nebraska 
College of Medicine, Lincoln; later joined the medical staff of 
the Pennsylvania State Sanatorium for Tuberculosis, Mount Alto, 
Pa., where he remained two and one-half years; subsequently 
became superintendent of the Nebraska State Sanatorium in 
Kearney, holding this position until 1916, when he came to 
Michigan as medical director of a tuberculosis survey being 
conducted by the Michigan State Department of Health; follow- 
ing this, became medical director of the Michigan Tuberculosis 
Association, and conducted tuberculosis clinics throughout the 
state; served during World War I; in 1920 began to practice in 
Lansing, Mich., where he became associated with the United 
States Veterans Bureau and served as director of the Lansing 
(Mich.) Department of Health from May 1, 1933, until retire- 
ment Jan. 15, 1942; served on the board of control of the 
Ingham Sanatorium, Lansing, from May, 1921, to Jan. 1, 1944; 
for several years member of the board of directors of the 
Michigan Tuberculosis Association and of the National Tuber- 
culosis Association; past president of the Michigan Trudeau 
Society and of the Mississippi Valley Sanatorium Association; 
on the state sanatorium commission of Michigan from 1928 
through 1930; died Jan. 23, aged 79, of rupture of a dissecting 
aneurysm of the abdominal aorta. 


McDonald, Ellice, Newark, Del.; McGill University Faculty of 
Medicine, Montreal, Canada, 1901; an assistant professor of 
gynecology at the Graduate School of Medicine of the Univer- 
sity of Pennsylvania in Philadelphia from 1922 to 1935, and 
director of cancer research for seven years; during World War 
I served with the medical corps of the Canadian Army; during 
World War II, a research director for the Atomic Energy Com- 
mission; fellow of the American College of Surgeons; member 
of the American Association for the Advancement of Science, 
Association for the Study of Internal Secretions, American 
Chemical Society, American Cancer Research Society, Society 
of Experimental Biology, New York Academy of Sciences, and 
the Franklin Institute; at one time practiced in New York City, 
where he was on the faculty of Columbia University College 
of Physicians and Surgeons; for many years director of the Bio- 
chemical Research Foundation of the Franklin Institute; re- 
cipient of a number of honors, including the Gold medal of the 
International Faculty of Sciences in London in 1937; in 1947 
was appointed honorary member of the faculty of the University 
of Delaware; died at his home “Invercoe,” Sedgely Farms, near 
Wilmington, Jan. 30, aged 78. 


Keane, William Edward ® Grosse Pointe Park, Mich.; born in 
Detroit Sept. 20, 1878; Detroit College of Medicine, 1902; in 
1949, after 42 years’ association with his alma mater, now 
known as the Wayne University College of Medicine, was ap- 
pointed emeritus professor of urology, serving for many years 
as professor and chairman of the department of urology and 
from 1919 to 1928 as associate professor of urology; certified 
by the American Board of Urology; member of the American 
Urological Association; fellow of the American College of Sur- 
geons; for a long time head of the department of urology at 
the Receiving Hospital, where he was chief of staff, and the 
Providence Hospital, where he was president of the staff in 1934; 
formerly club physician for the Detroit Tigers, and physician for 
the Detroit Lions, the University of Detroit football teams, and 
the Detroit hockey teams; also was a medical examiner for the 
State boxing commission; a charter member and past director 
of the Detroit Athletic Club; died Feb. 14, aged 76, of arterio- 
sclerotic heart disease. 


Schlueter, Robert Ernst ® St. Louis; born in St. Louis June 9, 
1872; Missouri Medical College, St. Louis, 1895; associate pro- 
fessor of surgery at St. Louis University School of Medicine; 





® Indicates Member of the American Medical Association. 
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member of the House of Delegates of the American Medical 
Association in 1921, 1922, from 1940 through 1951, and in 1953; 
member of the founders’ group of the American Board of Sur- 
gery; past president of the Missouri State Medical Association: 
past president of St. Louis Medical Society and in 1949 received 
its award of merit for scientific accomplishment in collecting, 
selecting, and preserving for the science of medicine large num 
bers of books, pamphlets, and papers on medical subjects; life 
honorary librarian of the society's library; in 1941 president of 
St. Louis Surgical Society; fellow of the American College of 
Surgeons; associated with De Paul Hospital, Lutheran Hospital, 
St. Anthony's Hospital, and Evangelical Deaconess Home and 
Hospital, where he died Feb. 12, aged 82, of arteriosclerotic 
heart disease and thrombosis of the left posterior cerebellar 
artery. 

Wight, Otis Buckminster ® Portland, Ore.; born in Cleveland 
May 28, 1877; Johns Hopkins University School of Medicine, 
Baltimore, 1902; at one time on the faculty of the University 
of Oregon Medical School; formerly secretary of the Oregon 
State Medical Society; served in France during World War 1; 
member of the North Pacific Surgical Association, Radiological 
Society of North America, and the American Radium Society; 
fellow of the American College of Surgeons; at one time medical 
director of the Mutual Life Insurance Company, which later 
became the Standard Insurance Company, where he served until 
his retirement; for many years member and for 12 years presi- 
dent of the board of trustees of the Portland Art Association; 
died in the Good Samaritan Hospital Feb. 24, aged 77, of 
coronary occlusion. 

Baretz, Louis Herbert ® Brooklyn, N. Y.; born in South Nor- 
walk, Conn., Jan. 26, 1896; Yale University School of Medi- 
cine, New Haven, Conn., 1920; clinical assistant professor of 
urology at the State University of New York College of Medi 
cine at New York City, Brooklyn; specialist certified by the 
American Board of Urology; fellow of the International College 
of Surgeons, New York Academy of Medicine, and the Ameri- 
can College of Surgeons; member of the Brooklyn Urological 
Association and the American Urological Association; attending 
urologist of the Brooklyn Jewish Hospital, where he was vice- 
president of the medical board; formerly attending urologist at 
Kings County Hospital; died March 2, aged 59, of coronary 
thrombosis. 

Earl, Harry David @ San Pedro, Calif.; born in Lamoni, lowa, 
June 10, 1882; Keokuk (lowa) Medical College, College of 
Physicians and Surgeons, 1906; an associate member of the 
American Medical Association; member of the American 
Academy of Ophthalmology and Otolaryngology; specialist 
certified by the American Board of Otolaryngology; consultant 
in eye, ear, nose, and throat for the U. S. Public Health Service; 
on the faculty and executive committee of the Bible Institute of 
Los Angeles School of Medical Missionaries; on the staff and 
board of directors of the San Pedro Hospital; assistant super- 
intendent of the North Dakota State Hospital, Jamestown, from 
1911 to 1920; died Feb. 15, aged 72, of carcinoma. 


Strauss, Norman © New York City; born in New York City 
Feb. 6, 1901; Columbia University College of Physicians and 
Surgeons, New York City, 1923; on the faculty at New York 
Medical Coliege, Flower and Fifth Avenue Hospitals; member 
of the National Gastroenterological Association; fellow of the 
American College of Physicians; examining physician for Selec- 
tive Service Board 122, the Bronx, in World War LI; volunteer 
fire department surgeon in Mount Vernon; consulting gastro- 
enterologist at Mount Vernon (N. Y.) Hospital; associate gastro- 
enterologist at Jewish Memorial Hospital; associate physician 
at Morrisania Hospital; died Feb. 6, aged 54, of congestive heart 
disease. 

Van Duyn, Edward Seguin ® Syracuse, N. Y.; born in Syracuse 
Aug. 20, 1872; Syracuse University College of Medicine, 1897: 
an associate member of the American Medical Association; past 
president of the Syracuse Academy of Medicine; fellow of the 
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American College of Surgeons; professor emeritus of surgery at 
his alma mater; veteran of the Spanish-American War; served 
overseas during World War I; associated with the Hospital of 
the Good Shepherd; for many years president of the board of 
visitors of the Syracuse State School; surgeon for the Delaware, 
Lackawanna, and Western Railroad; died in the Veterans Ad- 
ministration Hospital Feb. 13, aged 82, of carcinoma of the lung. 


Arbor, Blume Shribman, New York City; Boston University 
School of Medicine, 1929; member of the Medical Society of 
the State of New York; on the staff of the Lebanon Hospital, 
where she died March 21, aged 47, of carcinoma of the breast 
with metastases. 


Armstrong, William Bruce ® Ames, Iowa; State University of 
Iowa College of Medicine, Iowa City, 1926; member of the 
American Academy of General Practice; secretary-treasurer of 
the Story County Medical Society; on the staff of the Mary 
Greeley Hospital; died March 3, aged 63, of a heart attack. 


Atkinson, Ozias B., Florence, Texas; University of Tennessee 
Medical Department, Nashville, 1891; served on the Williamson 
County draft board during World War I; president of the Union 
State Bank; died in Georgetown Jan. 23, aged 86, of arterio- 
sclerosis. 


Brock, Walker Bell ® Coral Gables, Fla.; University of Nash- 
ville (Tenn.) Medical Department, 1897; member of the Medical 
Association of Georgia; died in the Doctors’ Hospital Dec. 25, 
1954, aged 83, of arteriosclerotic heart disease. 


Bruns, D. Henry ® Phoenix, Ariz.; Universitat Heidelberg 
Medizinische Fakulta’t, Baden, Germany, 1914; on the staff of 
the Arizona State Hospital; killed March 10, aged 65, when a 
plane he was flying crashed. 


Busby, Ely Everett ® Brookhaven, Miss.; Mississippi Medical 
College, Meridian, 1909; died in the Baptist Hospital, Jackson, 
March 15, aged 69, of metastatic carcinoma of the lung. 


Butner, Andrew J. ® Harrisburg, Ill.; Northwestern University 
Medical School, Chicago, 1908; member of the Industrial 
Medical Association; fellow of the American College of Sur- 
geons; formerly owner and medical superintendent of the 
Harrisburg Hospital; died in Geneva March 7, aged 77, of 
Hodgkin’s disease. 


Dzierz, Jack Walter, Blythe, Calif.; University of Illinois 
College of Medicine, Chicago, 1951; died March 5, aged 36. 


Ericksen-Hill, Christine S. ® Council Bluffs, Iowa; University 
of Nebraska College of Medicine, Omaha, 1903; past president 
of the State Society of lowa Medical Women; member of the 
local school board from 1928 to 1934, serving as president in 
1929; died in Norfolk, Va., March 24, aged 80, of arteriosclerotic 
heart disease. 


Erving, Emma Lootz, Hartford, Conn.; Johns Hopkins Univer- 
sity School of Medicine, Baltimore, 1902; died Feb. 23, aged 79. 


Fanning, Odom Olin ® Atlanta, Ga.; Atlanta School of 
Medicine, 1908; died Feb. 26, aged 81, of pneumonia. 


Finney, William Parker Jr., Lake Geneva, Wis.; Johns Hopkins 
University School of Medicine, Baltimore, 1916; certified by 
the National Board of Medical Examiners; specialist certified 
by the American Board of Internal Medicine; member of the 
American Clinical and Climatological Association; at one time 
on the staff of Mayo Clinic in Rochester, Minn.; served on the 
staffs of St. Luke’s Hospital in Chicago and the Evanston (IIl.) 
Hospital; died in Walworth County Hospital, Elkhorn, March 
29, aged 66, of Parkinson’s disease. 


Flowers, John Ebenezer, Doraville, Ga.; Atlanta Medical 
College, 1890; for many years a member of the county board 
of health; served several terms as a member of the city council; 
died in the Piedmont Hospital, Atlanta, Feb. 17, aged 88, of 
myocardial infarction. 


Frey, John Walter ® Pittsburgh; University of Pittsburgh School 
of Medicine, 1916; instructor in medicine at his alma mater; 
served during World War I; formerly school physician; for 
many years on the staff of the Presbyterian Hospital, where he 
died March 16, aged 63, of coronary occlusion. 





J.A.M.A., May 7, 1955 


Garcia, Leon Connallin @ Lieutenant Colonel, U. S. Army, 
retired, San Francisco; St. Louis University School of Medicine, 
1904; entered the regular Army in 1909; served during World 
War I; his decorations included the Purple Heart, the French 
Medaille d’Honneur, the Pershing citation, and nine battle stars; 
retired Dec. 11, 1922, for disability in line of duty; promoted 
to lieutenant colonel June 21, 1930; died in St. Joseph's Hospital 
March 18, aged 71, of carcinoma of the pancreas. 


Gephart, Curtis H., Kenosha, Wis.; Rush Medical College, 
Chicago, 1904; past president and secretary of the Kenosha 
County Medical Society; on the staffs of the Kenosha and St. 
Catherine’s hospitals; died March 2, aged 76, of arteriosclerosis 
and cerebral hemorrhage. 


Gilbert William J. ® New Orleans; Barnes Medical College, St. 
Louis, 1898; an associate member of the American Medical 
Association; on the staff of Hotel Dieu, Sisters’ Hospital; died 
Feb. 20, aged 85, of coronary thrombosis. 


Gill, Robert Cline ® Norwalk, Ohio; Western Reserve Univer- 
sity School of Medicine, Cleveland, 1914; served during World 
War I and was awarded the Silver Star; on the staff of the 
Norwalk Memorial Hospital; died March 10, aged 67, of 
carcinoma, 


Gledhill, Thomas Ray ® Richfield, Utah; Northwestern Univer- 
sity Medical School, Chicago, 1909; first president of the Central 
Utah Medical Society; for many years county physician; died 
in Sevier Valley Hospital Feb. 18, aged 72, of gangrenous 
appendicitis. 

Gray, Dan Feurt ® Guthrie, Okla.; Miami Medical College, 
Cincinnati, 1899; fellow of the American College of Surgeons; 
died in Oklahoma City Feb. 25, aged 80, of osteogenic sarcoma 
of the skull secondary to Paget’s disease. 


Griffith, Alexatider Hamilton Il @ Volcano, Calif.; Jefferson 
Medical College of Philadelphia, 1929; fellow of the Inter- 
national College of Surgeons; died in Santa Cruz Feb. 2, aged 
50, of coronary occlusion. 


Gwin, Robert Campbell, Brookline, Mass.; Baltimore Medical 
College, 1895; for many years treasurer of the Massachusetts 
Society of Examining Physicians; died March 14, aged 85, of 
a heart attack. 


Hardin, Joseph Albert © Sweetwater, Tenn.; University of 
Nashville (Tenn.) Medical Department, 1893; past president of 
the East Tennessee Medical Association; died Feb. 18, aged 88, 
of myocarditis, 


Harrell, Leon Jackson © Goldsboro, N. C.; University of Mary- 
land School of Medicine and College of Physicians and Sur- 
geons, Baltimore, 1930; fellow of the American College of 
Surgeons; served during World War II; died in the Veterans 
Administration Hospital in Fayetteville Jan. 26, aged 53, of 
cerebral hemorrhage. 


Hewitt, William Francis ® Chicago; Rush Medical College, 
Chicago, 1912; formerly assistant professor of obstetrics and 
gynecology at his alma mater; on the staff of the Illinois Central 
Hospital; died March 21, aged 69, of mitral stenosis and 
rheumatic heart disease. 


Hoffman, Edward Oscar © Cincinnati; University of Cincinnati 
College of Medicine, 1937; specialist certified by the American 
Board of Urology; fellow of the American College of Surgeons; 
awarded the Bronze Star for service in the European campaign 
during World War II; attending urologist at Deaconess, Good 
Samaritan, St. Mary’s, and St. Francis hospitals and was a 
clinician for the urologic division, surgical service, of the General 
Hospital; died in the Holmes Hospital March 9, aged 43, of 
carcinoma of the stomach. 


Hume, Wilson Wellington ® Milwaukee; University of Toronto 
Faculty of Medicine, Toronto, Canada, 1910; on the staffs of 
St. Joseph Hospital and St. Mary’s Hospital, where he died 
Feb. 27, aged 69, of cancer. 


Keyport, Claude Roy ® Grayling, Mich.; Detroit College of 
Medicine, 1909; past president of the Michigan State Medical 
Society; member of the House of Delegates of the American 
Medical Association from 1936 to 1948; fellow of the American 
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College of Surgeons; formerly member of the state board of 
registration in medicine; served as member and president of the 
board of education; associated with the Mercy Hospital; member 
and past president of the Grayling Chamber of Commerce; died 
March 17, aged 69, of carcinoma of the cecum. 


Lenaghan, Robert Thomas ® Clinton, Iowa; St. Louis University 
School of Medicine, 1922; past president of the Clinton County 
Medical Society; served during World War II; radiologist at the 
Mercy Hospital, where he was past president of the staff; died 
Feb. 25, aged 56, of a heart attack. 


Leverett, Charles Gorham ® McGehee, Ark.; University of 
Arkansas School of Medicine, Little Rock, 1936; president of 
the school board; served overseas during World War II; associ- 
ated with the Desha County Hospital in Dumas and St. Mary's 
Hospital in Dermott, where he died March 3, aged 43, of cerebral 
hemorrhage. 


Long, William Walker, Birmingham, Ala.; Medical Department 
of Grant University, Chattanooga, Tenn., 1896; in 1916 joined 
the 167th regiment and served on the Mexican border; served 
during World War I; after the Armistice was signed, served in 
the Army of Occupation in Germany until April, 1919; died in 
the Veterans Administration Hospital Feb. 14, aged 80, of 
cerebral arteriosclerosis. 


Longino, John Thomas ® Jonestown, Miss.; Louisville (Ky.) 
Medical College, 1898; past president of the board of trustees 
of the Jonestown Consolidated School and was at one time a 
member of the board of aldermen of Jonestown; formerly county 
health officer; died in the Baptist Memorial Hospital, Memphis, 
Tenn., March 6, aged 83, of carcinoma of the bladder. 


Luetscher, John Arthur ® Baltimore; Johns Hopkins University 
School of Medicine, Baltimore, 1899; at one time on the faculty 
of his alma mater; specialist certified by the American Board 
of Internal Medicine; member of the American Trudeau Society; 
associated with the Church Home and Hospital and the Union 
Memorial Hospital; died Feb. 4, aged 84. 


McArthur, Arthur @ Flint, Mich.; Detroit College of Medicine 
and Surgery, 1916; fellow of the American College of Surgeons; 
past president of the Genesee County Medical Society and the 
Flint Academy of Surgery; served during World War I and was 
awarded the Purple Heart; associated with the McLaren General 
and St. Joseph hospitals; died March 2, aged 60, of cancer. 


McCord, Etta Folley, Ocean Grove, N. J.; New York Medical 
College and Hospital for Women, Homeopathic, New York, 
1903; died Dec. 18, 1954, aged 80, of cerebral hemorrhage, 
hypertension, and arteriosclerosis. 


McGuire, Hugh Edward ® Pittsburgh; Western Pennsylvania 
Medical College, Pittsburgh, 1900; an associate member of the 
American Medical Association and in 1941 a member of its 
House of Delegates; fellow of the American College of Sur- 
geons; past president of the Allegheny County Medical Society 
and the Pittsburgh Surgical Society; for many years chief sur- 
geon of Jones and Laughlin Steel Corporation; associated with 
the South Side Hospital, where he died March 2, aged 82, of 
arteriosclerotic heart disease. 


McIntosh, Donald Munro Jr. ® Marion, N. C.; University of 
Pennsylvania School of Medicine, Philadelphia, 1933; interned 
at Philadelphia General Hospital; past president of the Mc- 
Dowell County Medical Association; served during World War 
II; died Feb. 3, aged 46, of an accidental gunshot wound. 


MeNeill, Charles Alexander @ Erie, Pa.; Hahnemann Medical 
College and Hospital of Philadelphia, 1905; served during World 
War I; on the honorary staff of Hamot Hospital, where he died 
Jan. 7, aged 70, of coronary thrombosis. 


Miller, Charles Archer © Princeton, Ind.; College of Physicians 
and Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1905; served as county health officer; died Feb. 8, 
aged 81. 


Morgans, Samuel Lewis, Oak Park, Ill.; State University of lowa 
College of Medicine, lowa City, 1898; died in MacNeal Hos- 
pital, Berwyn, Jan. 22, aged 79, of pneumonia. 
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Neifeld, Harold ® Brooklyn; Medical College of Virginia, Rich- 
mond, 1924; died in the University Hospital in New York 
March 23, aged 57. 


Nesser, Philip Frederick ® Maspeth, N. Y.; Medizinische Fakul- 
tat der Universitit, Vienna, Austria, 1928; died in Queens, Jan 
19, aged 57, of coronary occlusion. 


Opfermann, John Laird ® Highlands, N. J.; College of Physi- 
cians and Surgeons, Baltimore, 1904; formerly mayor: served 
as a member of the board of education of Highlands and as a 
member of the board of directors of the New Jersey Trust 
Company in Long Branch; died in the Hazard Hospital in Long 
Branch March 18, aged 79, of chronic glomerular nephritis with 
uremia. 


Pappenheimer, Alwin Max, Boston; Columbia University 
College of Physicians and Surgeons, New York, 1902; professor 
emeritus of pathology at his alma mater; carried on research 
at Harvard Medical School; member of the American Associ- 
ation of Pathologists and Bacteriologists, Society of American 
Bacteriologists, and the American Society for Experimental 
Pathology; served as president of the American Association of 
Immunologists; consultant at the Children’s Medical Center; 
died Feb. 21, aged 77, of coronary disease. 


Parrish, Eugene Mack, Greenwood, Texas; Baylor University 
College of Medicine, Dallas, 1909; served during World War I; 
died Feb. 24, aged 67. 

Patton, Henry Webster ® Hartwood, Va.; Medical College of 
Virginia, Richmond, 1901; served during World War 1; died in 
the Veterans Administration Hospital, Richmond, Feb. 6, 
aged 78. 


Paull, Don Richard @ Idaho Falls, Idaho; University of Chicago, 
the School of Medicine, 1941; served during World War HU; 
died March 25, aged 39, of injuries received in an automobile 
accident. 


Payne, Harry @ Santa Fe, N. Mex.; Beaumont Hospital Medical 
College, St. Louis, 1897; district health officer; veteran of the 
Spanish-American War; died March 12, aged 86, of coronary 
arteriosclerosis. 


Payne, Robert Forrest, Jackson, Miss.; (licensed in Mississippi 
in 1909); died March 22, aged 72, of angina pectoris and arterio- 
sclerosis. 


Pebworth, James Thomas, Silver City, N. Mex.; Indiana Uni- 
versity School of Medicine, Indianapolis, 1930; served during 
World War II; died in the Veterans Administration Hospital in 
Fort Bayard Jan. 21, aged 48, of acute hepatitis. 


Pethel, James Alexander, Charlotte, N. C.; Howard University 
College of Medicine, Washington, D. C., 1900; died Jan. 3, aged 
73, of cerebral thrombosis and myocardial infarction. 


Pickett, Clarence Porter ® Princeton, Mo.; Ensworth Medical 
College, St. Joseph, 1905; died Jan. 28, aged 76, of hypertension 
and cardiovascular disease. 


Polyak, Stephen, Chicago; University of Odessa Faculty of 
Medicine, Russia, 1916; professor of anatomy at the University 
of Chicago School of Medicine; at one time assistant professor 
of neuroanatomy at the University of California Medical School, 
San Francisco; health officer in the Serbian Army during World 
War I; member of the American Association of Anatomists; 
formerly associated with the Albert Merritt Billings Hospital; 
died March 9, aged 65, of myocardial infarction. 


Potter, Mary Emma ® Brooklyn, N. Y.; New York Medical 
College and Hospital for Women, Homeopathic, 1899; an associ- 
ate member of the American Medical Association; died in the 
Cumberland Hospital March 3, aged 82, of senility. 


Quittner, Samuel Sandy @ Pacific Palisades, Calif.; University 
and Bellevue Hospital Medical College, New York, 1907; spe- 
cialist certified by the American Board of Otolaryngology; mem- 
ber of the American Academy of Ophthalmology and Otolaryn- 
gology; for many years practiced in Cleveland, where he was on 
the staff of Mount Sinai Hospital; died in Santa Monica Jan. 10, 
aged 69, of acute myocardial infarction. 
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Reagan, Ralph, Tylertown, Miss.; Tulane University of Louisi- 
ana School of Medicine, New Orleans, 1907; died in the Tyler- 
town Hospital Feb. 21, aged 74, of coronary occlusion. 


Rogers, John Dale © Los Angeles; State University of lowa 
College of Medicine, lowa City, 1920; died in Culver City 
(Calif.) Hospital Dec. 27, 1954, aged 61, of carcinoma of the 
prostate. 


Rohrbacher, George Henri ® Rio Del Mar, Calif.; University 
of California Medical School, San Francisco, 1924; an associate 
member of the American Medical Association; member of the 
American Academy of Dermatology and Syphilology: past 
president and for eight years secretary of San Joaquin County 
Medical Society; served during World Wars I and II; on the 
board of directors of the St. Joseph’s Hospital in Stockton; died 
in the U. S. Army Hospital, Fort Ord, Feb. 22, aged 60, of 
myocardial infarction. 

Rollins, Vance Benton, Camden, Ark.; University of Pennsyl- 
vania School of Medicine, Philadelphia, 1932; served during 
World War II; at one time associated with the Veterans Ad- 
ministration Hospital, Littlke Rock; formerly county health 
director; served on the staff of the Maria Parham Hospital, 
Henderson, N. C.; died Feb. 24, aged 49, of acute coronary 
thrombosis. 


Romberg, Eli Charles, Boston; Harvard Medical School, Boston, 
1920; member of the Massachusetts Medical Society and the 
New England Pediatric Society; specialist certified by the Ameri- 
can Board of Pediatrics; served as instructor in pediatrics at 
his alma mater; associated with the Massachusetts General 
Hospital, Beth Israel Hospital, Massachusetts Eye and Ear 
Infirmary, and the New England Hospital for Women and 
Children; died Feb. 28, aged 62, of a heart attack. 


Ryan, Charles Fay * Detroit; College of Physicians and Sur- 
geons of Chicago, School of Medicine of the University of 
Illinois, 1909; medical director of the Detroit House of Cor- 
rection for many years; on the staff of the Providence Hospital, 
where he died March 18, aged 67, of cirrhosis of the liver, 
aspiration bronchopneumonia, and bleeding from an esophageal 
Varix. 


Schaeffer, Louis Elliot ® Chicago; Chicago Medical School, 
1922; died March 29, aged 66. 


Schlenker, John Lawrence, St. Louis; St. Louis University School 
of Medicine, 1943; specialist certified by the American Board 
of Psychiatry and Neurology; instructor in neurology and psychi- 
atry at his alma mater; member of the Missouri State Medical 
Association; associated with St. Louis State Hospital, Jewish 
Hospital, and St. Mary’s Group of Hospitals; died in Barnes 
Hospital Jan. 20, aged 36, of cerebral hemorrhage and intra- 
cranial aneurysm. 

Schroeder, Henry F. ® Marinette, Wis.; Medico-Chirurgical 
College of Philadelphia, 1899; past president of the Marinette 
County Medical Society; on the staff of the Marinette General 
Hospital; died Feb. 12, aged 84, of virus pneumonia and hyper- 
tensive heart disease. 


Schwartz, Will -Henry, Colton, N. Y.; Albany (N. Y.) Medical 
College, 1896; served as county coroner, health officer, and 
member of the school board; associated with the Potsdam 
(N. Y.) Hospital; died Feb. 1, aged 87, of senility. 


Severance, Robert Nathaniel ® Staten Island, N. Y.; Dartmouth 
Medical School, Hanover, N. H., 1904; served during World 
War I; specialist certified by the American Board of Urology; 
member of the American Urological Association: fellow of the 
New York Academy of Medicine and the American College of 
Surgeons; an associate member of the American Medical Associ- 
ation; on the staff of St. Vincent's Hospital, where he died March 
11, aged 79. 


Shelicroft, John W., Parkersburg, W. Va.; Leonard Medical 
School, Raleigh, N. C., 1900; died Dec. 25, 1954, aged 81, of 
acute uremia due to arteriosclerosis. 


Stouffer, Robert Walker, Nelson, Mo.; Washington University 
School of Medicine, St. Louis, 1899; died Dec. 28, 1954, aged 
82, of cardiovascular disease. 
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Taylor, Arthur Clyde ® Chicago; Loyola University School of 
Medicine, Chicago, 1918; chairman of the ethical relations 
committee of the Chicago and Illinois state medical societies; 
member and past president of the hospital staff of the Illinois 
Masonic Hospital; died in Bamburg, S. C., March 29, aged 60, 
of coronary thrombosis. 


Taylor, Gordon Barclay ® St. Petersburg, Fla.; University of 
Rochester (N. Y.) School of Medicine and Dentistry, 1931; 
specialist certified by the American Board of Dermatology and 
Syphilology:; served during World War II; died in St. Anthony’s 
Hospital March 15, aged 49. 


Thomas, Joseph Simon © Flushing, N. Y.; Columbia University 
College of Physicians and Surgeons, New York, 1904; associ- 
ate member of the American Medical Association; fellow of the 
American College of Surgeons; past president of the Queensboro 
Surgical Association; retired surgical director of the Flushing 
Hospital; served on the staffs of the Mary Immaculate and 
Queens General hospitals in Jamaica; died Feb. 16, aged 77, 
of cerebral thrombosis. 


Van Horn, Herman Henry © Jordan, N. Y.; Columbia Univer- 
sity College of Physicians and Surgeons, New York, 1914; 
specialist certified by the American Board of Pathology; member 
of the College of American Pathologists and the American Soci- 
ety of Clinical Pathologists; an associate member of the Ameri- 
can Medical Association; formerly on the faculty of Dartmouth 
Medical School, Hanover, N. H., and Wittenberg College, 
Springfield, Ohio; in 1947 retired from the staff of the Harrisburg 
(Pa.) Polyclinic Hospital; died March 10, aged 76, of uremia. 


Van Ness, Herbert Roy © Newark, N. J.; Jefferson Medical 
College of Philadelphia, 1912; an associate member of the 
American Medical Association; fellow of the American College 
of Surgeons; past president of the Essex County Medical Society 
and the Essex County Anatomical and Pathological Society; in 
1943 named to the advisory board of Essex County Hospital for 
Contagious Diseases, Belleville; served as attending surgeon, 
Newark City and Clara Maass Memorial hospitals; died Jan. 1, 
aged 68, of arteriosclerosis. 


Ware, Alva Durward, Toomsboro, Ga.; Southern College of 
Medicine and Surgery, Atlanta, 1913; member of the Medical 
Association of Georgia; on the board of education; died in 
Milledgeville March 8, aged 69, of aplastic anemia. 


Weidner, Carl Jr. ® Louisville, Ky.; University of Louisville 
(Ky.) School of Medicine, 1909; an associate member of the 
American Medical Association; served on the staff of St. Joseph 
Infirmary and St. Anthony Hospital; died March 15, aged 69, 
of pulmonary thrombosis. 


West, Edward Talmage * Johnson City, Tenn.; College of Physi- 
cians and Surgeons, Baltimore, 1901; fellow of the American 
College of Surgeons; served overseas during World War I; on 
the staffs of the Memorial and Appalachian hospitals; member 
of the board of trustees of Washington College and board of 
directors of Mayne Williams Library; died March 2, aged 78, 
of coronary thrombosis. 


DIED WHILE IN MILITARY SERVICE 





McLean, Marvin McDugald ® Commander, U. S. Navy, 
Washington, D. C.; Johns Hopkins University School of 
Medicine, Baltimore, 1927; served during World War II; 
died in the U. S. Naval Hospital, Bethesda, Md., Dec. 
31, 1954, aged 54, of adenocarcinoma of the pancreas. 


Silberg, Norman Robert, Brookline, Mass.; Western Re- 
serve University School of Medicine, Cleveland, 1949; 
certified by the National Board of Medical Examiners; 
on June 17, 1953, appointed lieutenant in the medical 
corps of the U. S. Army Reserve; ordered to active duty 
July 29, 1953; promoted to captain; stationed at the U. S. 
Army Hospital at Fort Devens, Mass.: died Jan. 17, 
aged 29. 
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FOREIGN LETTERS 


ENGLAND 


Medically Unfit Drivers.—Dr. Josefine Webb, of the Social 
Medicine Unit, University of Oxford, has shown that 11% of 
drivers of road vehicles suffer from disabilities that render them 
unfit to drive (Brit. M. J. 1:515, 1955). Drivers of public trans- 
port vehicles have rigorous medical examinations and periodic 
medical check-ups. In contrast, no medical test is required of 
drivers of commercial vehicles, and inquiries into their medical 
fitness are very limited and ill-defined. Whatever the type of 
vehicle, from a small van to a 5 ton truck, the applicant for a 
driving license has merely to answer four questions on his health 
and declare that the answers are true. The four questions are: 
Do you suffer from epilepsy, or sudden attacks of giddiness or 
faintness? Can you read an automobile number plate at 25 yards 
(with glasses if worn)? Are you without hand or foot or do 
you suffer from any defect in movement, control, or muscular 
power? Do you suffer from any disease or disability likely to 
render you a source of danger when driving a vehicle? Dr. 
Webb pointed out that the answers to these questions depend 
on the applicant’s truthfulness, knowledge of his own health, 
and the construction put on the last question. To test the degree 
of medical fitness, or otherwise, to drive a vehicle she examined 
the medical board records of 1,276 men who earned their living 
as drivers of trucks, vans, public service vehicles, ambulances, 
and private cars (chauffeurs). They were graded as (1) fit for 
all forms of military service, (2) possessing minor or remediable 
effects, (3) fit for light duties, and (4) unfit for any form of mili- 
tary service. Those in grades 1 and 2 were called up for mili- 
tary service and those in grades 3 and 4 rejected. The rejection 
rate was 14%. It was apparent from the medical examination 
that the four questions asked in connection with application 
for a driver’s license had been incorrectly answered, either in- 
tentionally or from lack of medical knowledge. The total num- 
ber of drivers considered unfit to drive on medical grounds 
was 143 or 11%. Nearly 4% failed a vision test laid down by 
the Ministry of Transport and 14% a test that is obligatory 
for a London omnibus driver. Of the total number of pedestrians 
and cyclists killed in road accidents the vehicle was driven by 
a professional driver in over 50%. In nearly a third of such acci- 
dents a truck driver was involved. These figures and the medical 
data suggest that there are a number of potentially dangerous 
drivers on the roads and that a radical revision of the present 
system of granting licenses to professional drivers is called for. 


Census of Specialists—The Ministry of Health has determined 
ihe number of specialists and residents undergoing specialty train- 
ing in the National Service Hospitals. There are 9,708 special- 
ists: 1,189 are general surgeons, 1,139 are internists, and 1,082 
are anesthesiologists. Psychiatry is the fourth largest specialty. 
The specialty with the smallest number is plastic surgery with 
46. Neurology, with 73 specialists, is the smallest medical spe- 
cialty. The greatest number of specialists are in the 40 to 45 
year age group; 15 are under 30 years, and 18 are over 70 years. 
The total number of senior residents is 1,306. These hold their 
appointments for four years, and assuming a specialist has 30 
years of active life, the ratio between the numbers of specialists 
and senior residents would appear to be about right. The number 
of specialists in all branches has increased since 1949, when the 
total was 5,719. The number of specialists working in infectious 
disease hospitals and the number of otologists has, however, re- 
mained fairly constant. There has becn a great increase in the 
number of chest specialists (from 216 in 1949 to 756 in 1955), 
and in spite of the ease with which venereal disease is now 
treated the number of venereologists has doubled since 1949. 


Myleran in Chronic Myeloid Leukemia.—Galton and Till re- 
ported the results of a four year triai with Myleran (1:4- 
dimethanesulphonyloxybutane), a drug developed at the Chester 
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Beatty Research Institute, in the treatment of chronic myeloid 
leukemia (Lancet 1:425, 1955). The drug was given in doses of 
4 mg. daily, with 0.5 to 6 mg. daily for maintenance. Symptoms 
were rapidly relieved; the hemoglobin level rose steadily; the 
spleen diminished in size; and the absolute and differential leuko- 
cyte counts approached normal. There were no side-effects, and 
thrombocytopenia appeared in a single patient who received a 
higher than average dose. Courses of treatment generally lasted 
three to seven months and were resumed on the reappearance 
of symptoms. Doses required for maintei.ance varied from pa- 
tient to patient, and in the same patient at different times. No 
patient received continuous therapy for longer than two years, 
but the development of specific resistance to Myleran in three 
patients suggested that it will not be effective indefinitely. Most 
patients were treated as outpatients. The drug appeared to be 
a Satisfactory substitute for radiotherapy, and unlike radio- 
phosphorus, showed absence of side-effects. Patients that re- 
sponded badly to radiotherapy from the start, or whose 
remissions became progressively shorter, responded well to 
Myleran. The impression was gained that treatment with this 
drug was superior to that with urethane, benzene, arsenic, and 
tri-ethylene melamine. 


Physicians and Car Parking in London.—The Commissioner of 
the Metropolitan Police will issue a general order to all police 
reminding them that the “no-waiting” and unilateral parking 
regulations provide for exemption for anything done with the 
permission of a police officer in uniform. While no special 
privileges could be granted, physicians were to be given whatever 
assistance was possible if they sought the advice of a police 
officer on where to leave a vehicle when visiting patients, attend- 
ing hospital in urgent cases, or attending court to give evidence. 
It was suggested that in cases of difficulty physicians should, 
wherever possible, seek the advice and assistance of a police 
officer. The physician should always have with him some means 
of establishing his professional identity. 


Petrolatum and Cancer.—In the current annual report of the 
London Schooi of Hygiene and Tropical Medicine is an analysis 
of data on the use of laxatives by patients with cancer of the 
gastrointestinal tract and by patients with other diseases. The 
results suggest that the use of liquid petrolatum may be asso- 
ciated with the development of a small proportion of the cases 
of cancer of the stomach and of the large intestine. 


ITALY 


Portal Hypertension.—At the National Convention of Surgery 
in Rome in October, 1954, Professor Valdoni, director of the 
Institute of Surgical Pathology of the University of Rome, stated 
that, when studying the causes of portal hypertension, it is first 
necessary to determine the exact importance of the hepatic 
artery, because 30% of the blood that comes from the supra- 
hepatic veins comes from the arterial stream. He distinguished 
three types of portal hypertension: that due to an alteration of 
the relationships between the arterial and venous system of the 
liver; that due to splenic alterations; and that due to mechanical 
obstructions to the circulation of the portal blood. Ligation of 
the hepatic artery is particularly indicated in hypertension of 
the first type. Splenectomy is indicated in that of the second 
type, and a splenorenal arterial anastomosis combined with 
splenectomy is the treatment of choice for the third type. In 
all the other cases the indication of choice is portacaval anasto- 
mosis. The preoperative diagnosis is of great importance. Spleno- 
portography has made this possible in most cases. Professor 
Ruggieri, director of the Institute of Surgical Pathology of the 
University of Naples, stated that ligation of the hepatic artery 
in patients with portal hypertension due to atrophic cirrhosis 
of the liver is a recent accomplishment. It was tried for the 
first time in 1951 by Rienhoff and has been used in about 100 
patients. Opinions regarding this operation are still strongly 
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divided. From the examination of the clinical results in 86 pa- 
tients that were operated on outside of Italy, Professor Ruggieri 
found that the operative mortality was 25%; the late mortality 
was about 15%; and good clinical results, which sometimes were 
excellent, were observed in about 45% of the patients. Of his 
own series of 18 patients there were five postoperative deaths 
(27.7%). One of these was for reasons other than the ligation 
of the hepatic artery. There were three late deaths (16.6%). 
The results were mediocre in one patient, in whom ascites 
formed again slowly some time after the operation. They were 
good in eight patients (47%). Patients in whom the results were 
good have been followed for 3 to 25 months. They were well, 
with increase of body weight and normal capacity for working; 
ascites, edemas, and digestive disturbances were not present. 
This method has therapeutic possibilities, but patients should be 
more carefully selected. Professor Trivellini discussed arteriali- 
zation of the portal tree. This represents a recent attempt at 
acting on the hepatic impairment, which is directly responsible 
for the portal hypertension. Among the various methods adopted 
by various surgeons, he prefers an end-to-end splenosplenic 
anastomosis after splenectomy. 


Experimental Plasmacytosis Caused by Chlorophenothane 
(DDT).—At a meeting of the Academy of Science in Bari in 
June, 1954, Professor Solarino and Dr. Tripodo reported that 
they gave rabbits intramuscular injections of 100 mg. of chloro- 
phenothane (DDT) per kilogram of body weight each day for 
30 consecutive days. An oil solution of chlorophenothane was 
used. Studying the behavior of the electrophoretic pattern, they 
observed that the spectrum variations consisted of a marked, 
gradual, and progressive fall of the proteinemia (preceded by 
an initial phase of increase) and of a fall (equally gradual and 
progressive) of the albuminemia. These phases were paralleled 
by a pattern of total hyperglobulinemia with a percentage in- 
crease of the three fractions: alpha, beta, and gamma. The hyper- 
globulinemic dysproteinemia observed was ascribed to the 
harmful action of chlorophenothane on the cellular protoplasm 
of the various tissues and organs, especially the liver, and not 
to the plasmacytosis caused by the chlorophenothane, which 
reached its critical stage later. The results obtained showed 
clearly a dysproteinemic influence of chlorophenothane, but they 
do not permit as yet precise conclusions on the complex and un- 
certain problem of the relations between the plasma cells and 
proteinogenesis. In another paper Tripodo stated that the tribu- 
tyrinic plasma lipase in these rabbits undergoes a clear and con- 
stant fall from the first day of treatment, reaching the lowest 
value on the 2Sth day. Later it tends to return slowly and gradu- 
ally to the initial values and becomes normal between the 70th 
and 90th days of observation. Tripodo therefore deduced that 
chlorophenothane determines, in the dosage and with the 
methods used, disturbances of the vital processes of the cellular 
protoplasm, manifested by a break in the normal balance of 
the enzymatic systems. 


SWEDEN 


Editorial Changes in Nordisk Medicin.—The death last year of 
Prof. Gunnar Holmgren, the editor of Nordisk medicin, led to 
the provisional appointment of his successor, Prof. Hugo The- 
orell. Even before Holmgren’s death certain radical changes had 
been made in the journal, and others have subsequently been 
adopted. The first number for 1955 gives a list of over 100 
observers who act in the four Scandinavian countries as ad- 
visers on certain well-defined subjects, such as dermatology and 
neurosurgery. Much space is now allotted to symposiums on 
such special subjects as the late sequels of diabetes. In the first 
number for 1955 representatives of the Scandinavian countries 
thrashed out the controversial problem of the causation of dia- 
betic nephropathies and retinopathies, which, according to some, 
reflect neglect of diabetes and, according to others, supervene 
irrespective of the control or want of control of the diabetes. 
Another series of articles deals with critical surveys of new 
drugs, new diagnostic tests, and new therapeutic devices. An- 
other innovation comes under the heading “Judicium Difficile.” 
Professor von Bonsdorff of Finland, who has recommended the 
publication from time to time of cases presenting diagnostic 
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difficulties, begins this series of articles with the case of a lawyer 
who fell ill with hallucinations, dryness of the mouth and throat, 
muscular weakness, and pain in the chest which was greatly 
relieved by nitroglycerine. An ophthalmologist found a slightly 
raised intraocular pressure for which pilocarpine instillations 
had been prescribed. One physician diagnosed a brain hemor- 
rhage, another talked about “brain cramp,” and a third and 
fourth offered no diagnosis. The choice of diagnosis is left to 
the reader, but the correct diagnosis is given on another page. 
Here the reader learns that the patient’s wife remarked that 
his symptoms began with the instillations of what was supposed 
to be pilocarpine, but which was found to be scopolamine, given 
by mistake. 


Lung Resection for Tuberculosis.—At a meeting of the Scandi- 
navian Tuberculosis Society, Drs. Torsten Bruce and Rune 
Raxell reported a series of 76 patients who underwent lung re- 
section for tuberculosis at the Séderby Hospital from January, 
1948, to June, 1953, (Svenska Likartidningen, Dec. 31, 1954). 
They cite the enormous increase of the popularity of this treat- 
ment since 1952 when the experiences with it at the Sabbats- 
berg Hospital in the period 1935 to 1950 were published. Their 
own series does not represent all of the material available for 
study, but it is of special value because of the close scrutiny 
to which the patients have been subjected with a view to their 
fitness or unfitness for work after the operation. The sex dis- 
tribution was about equal, but there were 26 operations’on the 
left lung as compared to 11 on the right in the women surviving 
the operation. Seven patients were dropped from the series either 
because they had died or could not be traced. In 55 of the 69 
remaining the ability to work was recovered, and even among 
the 14 for whom this claim could not be made, there were prob- 
ably one or two who would ultimately return to work. It was 
to be expected that the failures to regain working capacity would 
often be due to serious disease in the contralateral lung, but 
among the failures there were some patients in whom this lung 
had been healthy. Progress of the disease in the contralateral 
lung was, however, comparatively rare, and it would seem that 
with the removal of the major focus of disease the body was 
able to cope successfully with minor foci. 


Medical Activities in Africa.—Since the turn of the century, 
the Swedish Church Mission has undertaken health activities 
at first in South Africa, later (1908) in Southern Rhodesia, and 
most recently (1948) in Tanganyika, where the Swedes have re- 
lieved the Germans. The Swedish Church Mission has recently 
sent Dr. Gunnar Redell to report on its hospital activities in 
Africa. His observations (Journal of the Swedish Medical Asso- 
ciation, Dec. 24, 1954) show with what great difficulties Swedish 
medical teams have had to cope. They have been equipped with 
the best instruments, x-ray machines, and hospital fittings from 
home, but they have had to confine their medical activities to 
the natives and their own staff and to submit to regulations at 
times foreign to Swedish standards. For example, the rule in 
South Africa that only a fully qualified physician may admin- 
ister a general anesthetic is irksome from the Swedish point of 
view. The Swedes have organized schools of nursing in differ- 
ent parts of Africa, but the examinations for proficiency in nurs- 
ing are conducted under the auspices of the local authorities. 
Redell encourages his compatriots to engage in enterprises giv- 
ing far greater opportunities for free initiative than they can 
expect to enjoy at home. He would like the ripe experience and 
practical knowledge acquired by Swedish mission hospitals over 
many years to be exploited more fully by present-day adminis- 
trators inclined to recommend help to underdeveloped countries 
as a novelty. 


Control of Narcotics.—As of Jan. 1 new regulations came into 
force with regard to the prescription of narcotics. The physician 
prescribing them must have his name printed on the form used 
for prescriptions, and if such a form is, for some reason or 
other, not available, the sheet on which a prescription is written 
must give his address and telephone number. The dispensing 
chemist required by telephone to provide a narcotic must take 
the necessary measures to assure himself of the identity of the 
speaker at the other end of the line. Physicians are also en- 
joined to keep within strict limits the quantities they prescribe 
of drugs for which there is a risk of addiction. 
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THE PHYSICIAN’S ROLE IN COLLECTIVE 
SURVIVAL IN NATIONAL EMERGENCY 

To the Editor:—“In the conduct of military operations, great 
illusions are born out of a poverty of information coupled with 
a wealth of confidence that the enemy in any case is unequal to 
the task of promoting a decisive change in events” (S. L. A. 
Marshall, Chief Historian, European Theatre of Operations). 
After any natural or man-caused calamity, the prime objectives 
are to preserve life and to restore health and the ability to work 
and to reconstruct, all other functions of society obviously being 
dependent on at least some of its members remaining alive or 
recovering and being able to carry on. Therefore, at no other 
time are the skills and the professional knowledge of the phy- 
sian more urgently needed than in the time of a collective emer- 
gency—be it natural cataclysm, major industrial accident, or 
large-scale military operation. 

We suspect that, due partly to the traditional abhorrence of 
the violation of personal rights and freedoms, the authorities 
have not informed the public as to the magnitude of communist 
conspiracy in this country. We prefer the risk of being labeled 
alarmists rather than to forego our duty to our fellow Ameri- 
cans in reminding them of the potential collective and individual 
peril. We have been educated to insure voluntarily our prop- 
erty, our health, our income, our retirement, and our life. Not 
to insure our collective survival by an all-out civil defense effort 
would be paradoxical, to put it mildly. For the first time in 
history, the continental possessions of the United States are in 
foreseeable danger of armed aggression from without and or- 
ganized supportive (subversive) action from within. The hearings 
of congressional and Senate investigating committees and ex- 
cerpts from trials of members of the communist party reveal that 
the ultimate goal of the communist party is the complete over- 
throw of the American social and economic system. To under- 
estimate, to minimize, or to ignore any aspect of American 
collective security is inexcusable. Even an abortive enemy action 
would be catastrophic to us, if we now minimize its potential 
impact. 

World War II put an end to the “chivalry” of warfare. De- 
liberate air attacks on clearly marked aid stations and on both 
military and civilian hospitals reduced armed conflict to the 
most ruthless form of human relations. Private physicians fared 
no better than the physicians in uniform: during both the initial 
and the protracted occupation, they were the logical suspects in 
any antiresistance endeavors; they were favored inmates of con- 
centration camps, execution being an almost inevitable end. The 
utter indifference of Russia’s leaders to human life resulted in 
actions such as the mass execution of 10,000 Polish prisoners 
of war, including the majority of top-notch scientists, physicians, 
and educators, in Katin Forest in 1940 (Hearings before select 
committee, House of Representatives, Feb. 4, 1952, part 2, pp. 
1-219, U. S. Government Printing Office). 

In future conflict, private citizens—including physicians— 
would be exposed to three hostile groups: (1) invading enemy 
armed forces; (2) organized internal groups under the leader- 
ship of the communist party, acting synergistically with the 
enemy forces; and (3) marauders and criminal elements always 
active in times of chaos, calamity, and political upheaval. On 
the basis of past experience and available data, part of the sabo- 
tage delegated to the second group will be aimed at stopping 
effective rescue work and medical aid by two methods: demo- 
lition of facilities such as hospitals, clinics, drug warehouses, 
ambulances, etc., and elimination of personnel. The members of 
the third group often will seek valuable property, narcotic drugs, 
vehicles, and credentials, which the physician is frequently in 
possession of. In order to be of service to society, the physician 
needs to be aware of perils facing him and needs to be advised 
in advance of procedures offering him the best chance of per- 
sonal survival and continued use of his professional skill. This 
he owes to his country, his community, his family, and—follow- 
ing God-given instinct—to himself. We would not imply that 
every able-bodied physician should be trained as an expert in 
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street warfare, but we would suggest that a special type of in- 
doctrination for the medical profession be adopted as part of 
the civil defense program. 

In total warfare there is usually no unaffected area within the 
political boundaries of the challenged nation. The regions not 
under direct assault must serve as relief territory for the home- 
less evacuated population and the injured, and, as such, these 
regions are the logical primary target for sabotage aimed at 
destruction of medical facilities and elimination of medical per- 
sonnel. Because of his key role, the civilian physician will be 
called on to advise those who oppose the subversive action with 
armed counteraction as to the priority of elements to be saved, 
defended, and recaptured and to direct distribution and best 
utilization of these elements. Accordingly, he should be indoc- 
trinated on the type of facilities most needed in a specific type 
of warfare and should keep in constant touch with civil defense 
authorities and military operation posts in order to be informed 
as to what weapons of mass destruction are used on military 
and civilian objectives. Indoctrination along these lines is, to 
the best of our knowledge, sadly lacking. 

The enemy agents and subversive elements of American origin 
will no doubt attempt to employ chemical and biological war- 
fare. To think otherwise or to not prepare for it is tantamount 
to collective suicide. The threat of retribution sounds weak to 
those acquainted with the psychology of the Russian people and 
the utter ruthlessness of communist doctrine. That “Laboratory 
of the Second World War”—the 1939 Polish campaign—showed 
that even in a nation relatively poorly prepared for a new type 
of warfare a large number of saboteurs were captured. Unfor- 
tunately, the guilty were swiftly executed, under the provisions 
of martial law, and information that would have proved invalu- 
able was not secured. To postpone retribution in order to secure 
information may sound like basic common sense, but those who 
lived through total war remember that even those not affected 
by panic often committed surprising mistakes. 

In our case, it would be of utmost importance to extract all 
possible information as to the nature of planned or accom-. 
plished acts of sabotage, since only then could defense meas- 
ures designed to guard public safety be instituted. Only civil 
defense indoctrinated physicians can question effectively as to 
the nature of chemical and biological sabotage and translate 
the acquired knowledge into proper action. Therefore, it be- 
hooves each physician who will be active in time of national 
emergency to be on familiar terms with the epidemiology of all 
contagious diseases, particularly those that the enemy is most 
likely to use to his advantage; to be acquainted with the offensive 
and defensive principles of chemical warfare; and to know the 
principles and the application of the public health measures most 
likely to be needed under various circumstances created by 
national emergency. The counsel of an informed physician, in 
official standing with civil defense, may mean the difference be- 
tween effective prevention and successful accomplishment of 
enemy action against a community. 

In order to paralyze the potential effectiveness of medical and 
public health action, it is logical to assume that physicians will 
be on the list of those to be temporarily or permanently elimi- 
nated. This will throw an additional work load on the remaining 
members of the profession. It will also create a situation in which 
certain emergency surgical procedures would have to be per- 
formed that would be outside one’s specialty and practice, pare 
ticularly if communication is halted by destruction of roads and 
equipment or road blocks manned by subversives. It should be 
considered professionally more elegant to refresh now the phy- 
scians’ knowledge of correct emergency procedures than to have 
casualties fail to receive the optimum chance of survival because 
of the lack of such action. For all practical purposes, such a train- 
ing program is outside the scope of the Civil Defense Administra- 
tion; it can only be planned and executed by qualified doctors. 

Until scientific data on the recent experimental explosions 
were analyzed, the radiation aspects of nuclear weapons had 
been considered of secondary significance from the standpoints 
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of immediate effect near ground zero and as to the area poten- 
tially affected by the spread of radioactive dust. The discomfort- 
ing fact that the ash fall-out from thermonuclear weapons 
endangers life and health within a radius of several hundred 
miles, under favorable meteorologic conditions, has now been 
established. Thus, even relief areas will have to initiate immedi- 
ate defense measures in addition to providing relief and treat- 
ment to victims from the target area. 

Society expects every physician to do his best in case of ex- 
treme emergency. To insure the quality of that “best” when it 
must encroach on fields outside one’s training and experience 
is the immediate challenge to the medical profession. Dissemi- 
nation of knowledge concerning the most effective counter- 
measures becomes most essential in training all civil defense 
workers, physicians in particular. In summary, then, the threat 
of national emergency of extreme magnitude is real and not to be 
minimized; to fail to prepare for it is tantamount to cooperat- 
ing with the enemy of the United States. As in past emergencies, 
the physician would play a key role in preservation of life and 
restoration of health, not only in the directly stricken areas but 
particularly in the relief areas. He must expect, and know how 
to combat, the dangers of an ordinary citizen plus those con- 
nected with his vital mission. There is an immediate need for 
action on the part of the medical profession itself to institute 
practical and vigorous indoctrination courses, preferably coordi- 
nated and integrated with the Civil Defense Administration pro- 
gram, in the fields of chemical, nuclear, and biological warfare, 
and in those emergency actions that any physician—regardless 
of his specialty and experience—would be expected to perform. 


THappeus D. Laspecki, M.D. 
H. C. Ricxs, M.D. 

Suite 306, Old Capitol Bldg. 
Jackson, Miss. 


‘AMERICAN PHYSICIANS ART ASSOCIATION 


To the Editor:—About 18 years ago, the American Physicians 
Art Association was founded by Dr. Francis H. Redewill Sr., 
of San Francisco, for the purpose of stimulating interest in art 
in its many facets among the members of the medical profes- 
sion. Numerous local and state groups have, through the years, 
held exhibits that have been enthusiastically appraised by the lay 
public, as well as the profession. The spirit of competition, with 
constructive criticism and awarding of prizes, has stimulated the 
participants to greater accomplishments in their hobby of cre- 
ative art. The public response to radio and television programs 
in relation to art shows has been most gratifying, insofar as 
creation of good public relations has been concerned. The 
acquaintances and friendships made among the members of the 
profession, through their mutual interest in this form of hobby, 
have been very pleasant and fostered good fellowship. The mem- 
bers of the American Medical Association are cognizant of the 
annual exhibition held in conjunction with the American Medi- 
cal Association Annual Meeting, wherever it is scheduled in 
the United States. 

At the last business meeting, held in San Francisco in 1954, 
a new policy was adopted, and an effort is now being made to 
organize county groups throughout the United States. The sub- 
ject of organization may be announced at the county society 
meetings, and, to start the process, it is suggested that one local 
member assume leadership in contacting interested local mem- 
bers. The field of art covered includes 17 different mediums, 
at present, ranging from oil and water color painting through 
sculpture, ceramics, carving, etc. The annual dues are $5, and, 
for those who wish to become sponsors, the fee is $20. At the 
annual national exhibit, officers for the ensuing year are to be 
elected in open meeting by members of the American Physicians 
Art Association, all of whom shall be members of the American 
Medical Association. Any local county groups desirous of form- 
ing their own nuclei may communicate with Dr. Francis H. 
Redewill Jr., Secretary, at 124 E. Hadley St., Whittier, Calif. 
for information and suggestions. 


ELLSworTH F. QUINLAN, M.D. 
President, Physicians Art Association 
450 Sutter St. 

San Francisco. 





LABORATORY EXAMINATIONS BY PRACTITIONERS 
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To the Editor:—It is voguish (and highly practical) for hospital 
staffs to pay more attention these days to the communication 
from the Joint Committee on Accreditation of Hospitals than 
the children of Israel did to the stone memorandums that Moses 
brought down from the mountains. I mean no disrespect! For 
the past several years, the American Medical Association and 
its component societies have been paying considerable attention 
to public relations and medical economics. The committee “sug- 
gests” and our hospital complies that the routine admission 
studies on all patients include serologic tests for syphilis, blood 
cell count, and urinalysis. Good enough so far. But, suppose the 
patient has just had a diagnostic survey in a certified internist’s 
office, for example. This survey might include a serologic test 
for syphilis that was done in an accredited laboratory, including 
the city or state facilities. However, the minute the patient goes 
into the hospital he has to pay for another one by the hospital. 
Assuming he is 80 years of age, and is in and out of the hospital 
four times a year, he has to pay for four serologic tests for 
syphilis. Or, assume a patient is seen by a certified specialist (or 
any good general practitioner as far as that goes) and included 
in the differential diagnosis is acute appendicitis. A surgical con- 
sultation is held, and a blood cell count is requested. The hospital 
laboratory does not send out technicians, or cannot late at night, 
so the family doctor (certified internist or general practitioner) 
gets his own technician out of bed, or has his young associate 
(fresh out of his internship or just out of the Navy) do the count. 
One-half hour later the patient is admitted to the hospital, where 
regulations include a blood cell count. Securing it may even delay 
the start of the operation, but an hour later an acute suppurative 
appendix is removed. One answer to this would be, of course, 
to add the expense of the ambulance to the hospital and a night's 
stay there in order to get a blood cell count in case surgery was 
not necessary. This is a rather expensive technique for the 
general economy of the community but still a fairly popular one. 

How does one defend this trivia of maladministration? It is 
all well and good to have lofty announcements on public re- 
lations and medical economics from the brass at the top, but it 
is a lot more important to see that the grass roots applications 
are sensible, for that is where the public really feels it and 
“squeaks.” Why is it not permissible for any hospital to accept, 
over the signature of any of its staff, laboratory work? It is a 
50-50 chance that the laboratory work to be done in the hospital 
will be done by a neophyte, so that we compound the pro- 
fessional qualifications of our own member physicians by low 
rating them below the capabilities of a technician. Medical care 
has come to a funny pass when a blood cell count made by a 
doctor is not acceptable and the official stamp of unreliability 
is put on his performances. 


HILTon S. READ, M.D. 

Director, Ventnor Diagnostic Center 
5407 Atlantic Ave. 

Ventnor City, N. J. 


HEMORRHAGE 


To the Editor:—In our daily search to lessen risks to the preg- 
nant woman under our care, we have seen great progress in the 
decrease of toxemic and infectious deaths and handicaps to 
mothers. Obstetric hemorrhage, both intra partum and post 
partum, however, has shown less improvement. Adjuncts, such 
as the use of intravenously given Ergotrate with the delivery 
of the head; stronger, more effective oxytocics orally after 
delivery; and general obstetric advancements in nutrition, anes- 
thesia, and the broader use of better obstetric art have all helped 
in preserving important maternal blood. In postpartum hemor- 
rhage we have been using the usual methods of transfusions of 
whole blood, exploration of uterus, uterine massage, and 
parenterally given oxytocics. Recently we, along with our col- 
leagues, in over 30 problems of postpartum hemorrhage have also 
been using a mixture for intravenous administration of one ampul 
of Ergotrate and one ampul of Pitocin in 1,000 cc. of 5% dex- 
trose in water as a slow (30 to 90 drops a minute) intravenous 
drip. This therapy, which was given at first only as a desperate 
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emergency measure while awaiting greater operative treatments, 
has so many times solved the problem of the atonic postpartum 
uterus that we feel this combination should be helpful to others. 
We use this only on the conscious patient and decrease or dis- 
continue the treatment if substernal or intra-abdominal pains 
are severe. We have repeated our treatment one day later if 
needed. Recently we have used this remedy preoperatively to 
save blood in gynecologic patients with endometrial hyperplasia 
and fibroids. We are encouraged with its use here too. Blood 
transfusions and other necessary supportive treatments are of 
course utilized concurrently with this therapy. 


ALBERT F. Leg, M.D. 
WALTER S. KEIFER, M.D. 
1115 Boylston at Seneca 
Seattle 1. 


PARALYSIS AGITANS DEVELOPING 
DURING RESERPINE THERAPY 


To the Editor:—A 28-year-old white woman was admitted to 
the St. Louis State Hospital on Nov. 17, 1954. Her diagnosis 
was psychoneurosis, with severe obsessive compulsive reaction. 
She was very anxious and talkative. She complained of insomnia 
and of not being sure that she had done the right thing in 
entering the hospital. Her physical and laboratory findings were 
essentially normal. Twelve days after admission treatment was 
started with 0.5 mg. of reserpine four times a day to allay her 
anxiety and help in the psychotherapy. Not much improvement 
in symptoms was noted. On Dec. 2 the dosage was raised to 
0.75 mg. four times a day. Nurses reported that the patient's 
eyes were heavy and were kept open with difficulty. She lay 
on the bed and appeared tired but still complained of insomnia. 
She also continued to show anxiety and compulsive thoughts. 
On Dec. 13, the dosage was raised to 1 mg. four times a day. 
No change in symptoms was noted. The patient requested electric 
shock treatment to relieve her anxiety. On Dec. 20 the reserpine 
dosage was reduced to 0.5 mg. four times a day, and 50 mg. 
of chlorpromazine four times a day was added. Although the 
patient repeatedly asked for medicine to help her sleep, she 
received none until Dec. 27 when the reserpine and chlor- 
promazine were discontinued and she was given barbiturates. 
From Dec. 29 through Jan. 4 she received a total of 6 gm. 
of pentobarbital. Although at times she slept deeply and at other 
times she was very groggy, on questioning she would always 
return to her obsessive fears and worries. On Jan. 4, 1955, she 
was given 5 mg. of reserpine intramuscularly. That day she 
slept deeply and was incontinent of urine. 


On Jan. 5 the only medication was 5 mg. of reserpine given 
intramuscularly and 1 mg. of the same drug given orally four 
times a day. She ate poorly and took long naps. On Jan. 6 the 
regimen of Jan. 5 was repeated. The patient was very appre- 
hensive, talkative, and complained of dizziness. On Jan. 7 she 
received 2.5 mg. of reserpine intramuscularly in the morning 
and oral doses of 1 mg. four times a day. On that day she began 
to have a tremor of both hands. Her skin was warm, her color 
was good, and she said that she was afraid of everything. The 
tremors increased in intensity. They were marked that morning 
but had subsided by evening. She slept well. On Jan. 8 she 
received 1 mg. of reserpine four times a day. She was always 
apprehensive, never very sleepy, and had varying amounts of 
tremors. Her face began to assume a mask-like rigidity. On 
Jan. 10 the dosage of reserpine was increased to 2 mg. five 
times a day. The patient’s tremors became so intense that she 
had to be fed and had to be dressed. She had “pill-rolling” 
tremors of the hands. This dosage was maintained through 
Jan. 13 and then discontinued. The patient for two to three days 
afterward had marked tremors of hands and feet but could 
control these if she tried hard. She had a shuffling rigid gait. Her 
arms were bent at the elbows, and she had pill-rolling tremors. 
She had marked salivation, and her face had a mask-like rigidity. 
Insomnia was very troublesome, and her anxiety was great. She 
asked that no visitors be allowed to see her, as she was ashamed 
of her condition. About four days after discontinuance of the 
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drug the physical symptoms began to subside rapidly. Within 
three more days all signs of paralysis agitans had ceased. Her 
obsessive anxiety remained, however. 

On Jan. 25 treatment with reserpine was started again in 
an attempt to verify the cause of the paralysis agitans. She was 
given | mg. of the drug four times a day. The dosage was 
increased by 1 mg. every other day. No other medication of 
any kind was given. During the first week no physical symptoms 
were noted, but her anxiety never slackened. During the second 
week, when the dosage reached 5 mg. four times a day, a simple 
hand tremor was noted. By Feb. 8 she again had the charac- 
teristic symptoms of paralysis agitans (profuse salivation, marked 
tremor, shuffling gait, and mask-like facies). She made little 
effort to wipe away the flowing saliva. She had to be assisted 
in eating and dressing. Her apprehension was severe. She could 
not get comfortable in bed and constantly complained of fatigue 
and insomnia. These symptoms continued for two or three days 
after the drug was discontinued on Feb. 11 and then subsided. 
It is believed that the symptoms of paralysis agitans in this 
patient developed as a result of reserpine therapy. 


JosepH S. SHUMAN, M.D. 
Psychiatric Resident 

St. Louis State Hospital 
St. Louis. 


PENTOLINIUM TARTRATE AND DIET RESTRICTION 


To the Editor:—In the report on the use of pentolinium tartrate 
(Ansolysen) by Agrest and Hoobler in the March 19, 1955, issue 
of THE JourNaL, page 999, I had hoped to find some mention 
of the diet of the 31 patients reported. My own experience is 
too limited to report, but I used Ansolysen in increasing doses 
in a patient with malignant hypertension without satisfactory 
results, although with frequent careful attention over a four 
month period. The final dose was 250 mg. three times daily. 
There was an occasional severe hypotensive reaction, and many 
of the usual side-effects were present persistently, but generally 
I could not record a significant lowering of the blood pressure. 
Therapy was discontinued and started a few weeks later, making 
one change. The diet was now restricted so that it included no 
more than 0.5 gm. of sodium daily. In less than one month a 
very satisfactory result was obtained, with only a rare hypo- 
tensive reaction of severity and with almost consistent marked 
and significant lowering of the blood pressure with a dose of 
only 120 mg. three times daily. The original articles discussed 
the role of salt restriction but did not emphasize it. I would be 
interested in knowing if others in the use of Ansolysen, since the 
original reports, have had the same experience as I, suggesting 
that salt restriction may be an indispensable and vita! part of 
successful Ansolysen therapy. 

PETER FisHer, M.D. 

200-15th Ave., N. 

Seattle 2. 


ANTIBIOTICS AS DEODORANTS 


To the Editor:—The use of chlorophyll as a deodorant in cases 
of advanced carcinoma was discussed in an article appearing 
in THE JouRNAL, April 9, 1955, page 1279, by Drs. Kutscher, 
Rankow, Piro, Zegarelli, and Chilton. Their conclusion was that 
chlorophyll was an unsatisfactory deodorant in these cases. In 
their article, no mention is made of the use of antibiotics for 
this purpose. We have used penicillin routinely here in a county 
infirmary in patients admitted with carcinomas that are open 
to the surface of the body, either directly or through any of the 
orifices. Odors, which of course are bacterial in origin, always 
decrease to the point where they are not noticeable to outsiders 
entering the room, and the patient usually notes a reduction 
of pain and discomfort. We have recently used an enzyme solu- 
tion in a large foul-smelling decubitus ulcer and found that it 
too promptly abolished the odor. 

PauL W. KNISKERN, M.D. 

Medical Arts Bldg. 

Grand Rapids, Mich. 











74 GOVERNMENT SERVICES 





GOVERNMENT SERVICES 








DEPARTMENT OF DEFENSE 


Department of Defense Needs Physicians.—Eighty-two medical 
officers are to be hired at Department of Defense establishments 
in California and Nevada during the next six months, the U. S. 
Civil Service Commission’s office, 630 Sansome St., San Fran- 
cisco reports. Most appointments will be made in general medi- 
cine and surgery, but needed also are specialists in occupational 
or industrial health and medicine; internal medicine and diag- 
nosis; ophthalmology; obstetrics; roentgenology; pediatrics; ear, 
nose, and throat; and orthopedics. Positions are at government 
hospitals, supply centers, air stations, shipyards, test centers, and 
camps and bases. The vacancies are occasioned by the need to 
replace military personnel with civilian employees. Most of the 
medical officers will be full-time employees, although a few 
part-time positions will be filled. Applicants should be licensed, 
have completed an approved full rotating internship, and have 
had experience in the specialization applied for. Information and 
application forms may be obtained from the commission and 
from civil service representatives at post offices in California 
and Nevada. 


AIR FORCE 


Graduation at School of Aviation Medicine.—At the April 8 
graduation exercises of the School of Aviation Medicine, Ran- 
dolph Field, Texas, 112 medical officers received diplomas. 
Twelve graduates were members of air forces of other countries, 
including Spain, Japan, Belgium, Korea, the Netherlands, and 
the Philippines. Among the U. S. officers graduating were 68 
young doctors who received their medical degrees in 1953 and 
who had just completed their internships when they enrolled in 
the class. The graduation address was presented by Col. John 
E. Pluenneke, who during World War II was surgeon of the Ninth 
Tactical Air Command in Europe and later surgeon of the Fifth 
Air Force in Japan and Korea. 


VETERANS ADMINISTRATION 


Annual Report.—The Veterans Administration’s annual report 
covering the fiscal year ending June 30, 1954, summarizes the 
nation’s program to rehabilitate its disabled veterans, to assist 
financially the widows and orphans of deceased veterans, and 
to aid in the readjustment of newly discharged servicemen. The 
VA was paying disability compensation or pension on June 30, 
1954, to more than 2,500,000 veterans, four-fifths of whom 
were being compensated for disabilities incurred in or aggra- 
vated by service in the armed forces. Disability pensions were 
being paid to 533,000 wartime veterans who are permanently 
and totally disabled for reasons not connected with service. 
Veterans of World War I and II and of the Korean conflict 
receiving these disability pensions must have incomes not in 
excess of $1,400, without dependents, or $2,700, if they have a 
wife or minor children. 

The VA provided nearly 40 million patient days of care, 
more than half of which were for mental illnesses, to 580,200 
veterans in VA and non-VA hospitals during the fiscal year. 


‘About 1,511,000 veteran visitors received outpatient medical 


treatment in VA clinics or from home-town physicians. Out- 
patient medical treatment is limited almost entirely to veterans 
for service-connected disabilities. Nearly 193,200 disabled vet- 
erans received prosthetic appliances, including artificial legs, 
arms, eyes, and hearing aids. To assist those disabled in service 
to overcome their occupational handicaps, the VA provided voca- 
tional training benefits to a monthly average of 16,400 World 
War II and 7,500 Korean conflict veterans. In addition, grants 
up to $1,600 each for automobiles or other special conveyances 
were given to 3,071 seriously disabled veterans. Grants of up 
to $10,000 each were given to 564 seriously disabled veterans 
for speciai “wheel chair” homes. 
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Under the World War II and Korea GI bills, the VA pro- 
vides benefits to help the able-bodied veteran readjust to civilian 
life. An average of 506,000 veterans trained each month in 
schools, on the job, or on the farm under the two GI bills. 
The GI bills also provide for the guaranty or insurance of GI 
loans made by private lenders to assist veterans to buy homes 
and farms or go into business. During the fiscal year, 332,700 
loans were closed, of which 97% were home loans, 242% were 
business loans, and the remainder were farm loans. 


Dependents of deceased veterans and servicemen also receive 
certain death benefits from the government, such as compen- 
sation, pension, and indemnity payments. As of June 30, 1954, 
the VA was paying death compensation and pension to 1,128,300 
dependents of 778,000 deceased veterans. More than half of 
the dependents, or 608,000, were widows, children, and de- 
pendent parents who were receiving compensation for the 
service-connected death of veterans. Servicemen’s indemnity, 
sometimes called “free insurance,” was paid monthly to the 
beneficiaries of 21,600 servicemen and veterans who were not 
wholly covered by other government life insurance. The maxi- 
mum indemnity payable in each case is $10,000, which is re- 
duced by the amount of government life insurance in force at 
the time of death. The VA operates two life insurance programs 
for servicemen and veterans. More than 423,000 policies were 
in force on Dec; 31, 1953, under the United States Govern- 
ment Life Insurance program, which had its origin during World 
War I. Under the National Service Life Insurance program, 
which began in 1940, a total of 6,188,000 policies was in force 
on Dec. 31, 1953. In addition, two special types of NSLI are 
available to Korean conflict veterans. Nearly 3,000 veterans dis- 
abled during the Korean conflict were covered under one type 
of special NSLI, while 74,800 other Korean veterans held a 
special NSLI term insurance policy. 


Residents Wanted.—In July, 1955, there will be vacancies at 
every level for residents in medicine, surgery, urology, radiology, 
and pathology at the Veterans Administration Hospital, New 
York City. This hospital, located adjacent to Bellevue Hospital, 
has only recently been activated. Candidates must be citizens, 
graduates of approved medical schools, and have completed an 
internship. Additional information may be obtained from the 
Manager, Veterans Administration Hospital, 408 First Ave., 
New York 10. 


Residencies in Psychiatry—The Veterans Administration Hos- 
pital, Hines, Ill., still has openings for resident physicians in 
psychiatry beginning Oct. 1, 1955, and Jan. 1, 1956. The hospital 
is a large training center, being accredited for training in 18 
specialties of medicine. It is within easy commuting distance 
of the various psychiatric facilities in Chicago. The Deans’ 
Committee is comprised of the four local medical schools. The 
training program is accredited for full training. 


Personal.—Dr. Hursel C. Manaugh, chief medical officer of the 
Veterans Administration Center, Bay Pines, Fla., has been 
appointed manager of the VA Hospital in Fayetteville, Ark., 
succeeding Dr. Leslie H. Wright, who resigned April 8. 


MISCELLANEOUS 


Annual Symposium on Antibiotics—The third Annual Sym- 
posium on Antibiotics, sponsored by the Food and Drug Ad- 
ministration, with the journals Antibiotics and Chemotherapy 
and Antibiotic Medicine will be held Nov. 2-4, 1955, in Wash- 
ington, D. C. Contributors to the symposium must submit an 
abstract in triplicate of no more than 200 words no later than 
Sept. 21. The original manuscript and one copy must be sub- 
mitted by Oct. 3, 1955. Manuscripts must be new, previously 
unpublished material, typewritten, double spaced, and on one 
side of 814 by 11 in. paper. No more than six illustrations should 
accompany each manuscript. Submit manuscripts to: Dr. Henry 
Welch, Director, Division of Antibiotics, Food and Drug Ad- 
ministration, U. S. Department of Health, Education, and Wel- 
fare, Washington 25, D. C. In addition to contributed papers, 
several investigators and clinicians will be invited to speak prior 
to participation in special panel discussions. a 
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COUNCIL ON MEDICAL SERVICE 








Following are abstracts of actions by the Council on Medical 
Service as a result of meetings in Chicago, March 12-13. In 
addition, other items of interest to readers of THE JOURNAL are 
reported in brief. 


QUESTIONNAIRE TO MEDICAL SCHOOLS 


The Council approved, in principle, the questionnaire to be 
sent to medical schools for the study of programs for supple- 
menting the incomes of full-time clinical faculty members. This 
questionnaire is to be sent by the Liaison Committee of the 
Council on Medical Education and Hospitals and the Association 
of American Medical Colleges. The work of carrying out the 
study was delegated to the Committee on Medical and Related 
Facilities, which was authorized to call upon the advisory 
committee (see THE JOURNAL, March 12, 1955, page 927) for 
necessary assistance. 


VETERANS ADMINISTRATION RESIDENCY TRAINING 


On recommendation of the Committee on Federal Medical 
Services, the Council voted to suggest that a review and re- 
evaluation of the residency training programs in Veterans 
Administration hospitals be made by the Council on Medical 
Education and Hospitals. 


STATEMENT ON INDIGENT CARE 

The Council reviewed a “Suggested Statement of Principles 
for Tax-Supported Personal Health Services for the Needy,” 
prepared at a joint conference of representatives of the American 
Hospital Association, American Dental Association, American 
Public Welfare Association, American Public Health Associ- 
ation, and American Medical Association. The Council voted 
to submit a copy of the principles, with Council revisions, to 
the Board of Trustees for information and suggestions. 


HOUSE OF DELEGATES’ RESOLUTIONS 

The following disposition was made of resolutions introduced 
into the House of Delegates in November, 1954, and referred 
to the Council: 

The Resolution on Agreements between Prepayment Plans 
and Organized Medicine (West Virginia delegation) and the 
Resolution on Better Liaison with Health and Accident In- 
surance Carriers (Pennsylvania delegation) were referred to the 
Committee on Prepayment Medical and Hospital Service with 
a request that recommendations be reported to the Council. 

The Resolution on Relationships Between Component County 
Societies and Lay Sponsored Health and Welfare Plans (Penn- 
sylvania delegation) was referred to the Committee on Relations 
with Lay Sponsored Voluntary Health Plans for its recommenda- 
tions. In discussing this resolution, it was recommended that this 
Committee confer with representatives of the Committees on 
Medical and Related Facilities and Medical Care for Industrial 
Workers. 

Sections of the Resolutions on General Practice of Medicine 
(Michigan delegation) were referred to the Council. The Council 
voted to recommend to the Board of Trustees that a special 
committee composed of representatives of the Council on 
Medical Service, the Council on Medical Education and Hos- 
pitals, the American Academy of General Practice, and of Dr. 
John S. DeTar be appointed to consider these resolutions and 
report its findings to the Board. 


SIMPLIFIED CLAIM FORMS 

In response to a request from the Health Insurance Council, 
the Council on Medical Service voted that the Board of Trustees 
be requested to permit (pending clearance by the Law Depart- 
ment) the use of an imprint, indicating A. M. A. approval, on 
the simplified claim form (GS-1). This form, to be used in report- 
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ing on general surgical cases, had previously been approved by 
the Council on Medical Service in December, 1954. 


FEDERAL MEDICAL SERVICES NEWSLETTER 


The Council voted to authorize the expansion of the Federal 
Medical Services Newsletter to include items on all types of 
federal medical services. The possibility of carrying “medical 
service” news items in THE JOURNAL was proposed, and a recom- 
mendation was made that copy be submitted to the Editor for 
review. 

REGIONAL CONFERENCES 

The Council discussed the possibility of having joint regional 
conferences with other A. M. A. departments, such as the 
Committee on Legislation, for the purpose of disseminating 
information about federal medical services. The proposal of joint 
conferences was referred to Dr. Lull for consideration. 


PROFESSIONAL LIABILITY INSURANCE 


After reviewing the progress being made in the study of pro- 
fessional liability insurance, the Council voted that the staff 
bring up-to-date the reports previously submitted by the Council 
and to urge the Board of Trustees to present all or a portion 
of it to the House of Delegates at its next session. 


GENERAL PRACTICE SURVEY 


Dr. William J. Shaw of Fayette, Mo., and Mr. Charles 
Nyberg, executive assistant of the American Academy of 
General Practice, reported at length to the Council on the 
academy’s proposed survey of general practice. 


ATTORNEY TO ATTEND MEETINGS 


The Council voted to invite a member of the staff of the Law 
Department to sit in on future meetings of the Council. 


EMPLOYMENT OF MEDICAL STUDENTS 


The staff was authorized to employ medical students during 
the summer months as deemed necessary and as approved by 
Dr. Lull. For four years medical students have assisted with 
special projects on such subjects as indigent care, physician 
placement, group practice, and prepayment, and the Council 
believed it would be important to continue this practice. 


LIAISON WITH AMERICAN HOSPITAL ASSOCIATION 


In answer to a request from the executive director of the 
American Hospital Association for establishing liaison between 
the Council on Medical Service and the A. H. A. Council on 
Professional Practice, the Chairman of the Council on Medical 
Service was authorized to appoint a committee or individual to 
meet with a similar committee or individual from the A. H. A. 
when items of mutual interest come up for discussion. 


COMMITTEE ON MATERNAL AND CHILD CARE 


On invitation of the Committee on Maternal and Child Care, 
a Joint Conference on Maternal Welfare Committees was held 
in Chicago, March 19, 1955. Representatives attended from the 
American Committee on Maternal Welfare, Inc., Central Associ- 
ation of Obstetricians and Gynecologists, and from state health 
departments, state medical associations, and local county medi- 
cal societies in this area. This was the first in a series of confer- 
ences with other organizations for the purpose of coordinating 
work in this field by the official representatives of the medical 
profession so that this Committee will be in a position to evaluate 
the programs being proposed or conducted, to assist in the pro- 
motion of desirable programs, and to relay the information to 
state and county medical societies. 

An outline for organizing and operating a maternal mortality 
committee, the necessity for uniform terminology, and the legal 
problems involved in the operation of a committee were dis- 
cussed in detail. From numerous reports it was evident that 
active maternal mortality committees have contributed greatly 
to decreased mortality rates and are important from an edu- 
cational standpoint—not only for practicing physicians, interns, 
and residents, but also for nurses, social workers, and hospital 
administrators. 
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MEDICINE AND THE LAW 








The Judicial Council has authorized the publication of the 
following opinions. These opinions, and others approved by the 
Judicial Council, will be published in “Medicine and the Law.” 
These opinions will eventually be compiled and published sepa- 
rately as annotations to the Principles of Medical Ethics. 

Question: A member of the American Medical Association 
has asked: May I use a box or an ad in the yellow pages of the 
local telephone directory to indicate the extent of my medical 
practice and my office hours? 


Opinion: Chapter 1, section 4 of the Principles notes that pub- 
lication or circulation of simple professional cards is approved 
in some localities but is disapproved in others and states that 
disregard of local custom and offenses against recognized ideals 
are unethical. Chapter 3, section 1 of the Principles obligates 
the physician to uphold the dignity and honor of his profession. 
It is the opinion of the Judicial Council that the component medi- 
cal society must in the final analysis determine what practice 
is in accord with local custom, but that in so doing, it should 
exercise great caution to insure full compliance with the spirit 
and intent of the Principles. The practice of medicine should 
not be commercialized nor treated as a commodity in trade. Re- 
specting the dignity of their calling physicians should resort only 
to the most limited use of advertising and then only to the extent 
necessary to serve the common good and improve the health 
of mankind. 


Question: A member of the American Medical Association 
has asked: I have taken over a deceased physician’s practice 
and among other things have agreed to pay his widow 45 per 
cent of the intake of the practice for a period of time as pay- 
ment for the practice. Is this ethical? 

Opinion: It is the opinion of the Judicial Council that the 
practice is contrary to and in violation of chapter I, Section 6 
of the Principles. A physician may pay anything he wants to for 
the practice as long as a set price is established, but it is un- 
ethical for a physician to pay a percentage of the income of the 
practice that he has purchased as payment for it. The use of 
a percentage of fees or an indefinite sum as the purchase price 
for a medical practice results in dividing fees paid for profes- 
sional service with a third party who is a stranger to the phy- 
sician-patient relationship. The Council recognizes that once a 
price has been established it may be paid according to the 
mutual agreement of the parties and that payment of an estab- 
lished price predicated on a percentage of the income of the 
purchaser is not contrary to the Principles. The Council would 
point out that it is axiomatic that a physician must bill a patient 
for professional services that he actually and in person renders 
to the patient. He must not divide that fee with another. Such 
practice violates the physician-patient relationship and, in the 
described situation, may be regarded as a commission for having 
referred the patient. Further, the Council believes that the use 
of a percentage arrangement indirectly tends toward solicita- 
tion of patients for or on behalf of the purchasing physician, 
because the seller clearly derives greater profit from greater 
income. 

Question: A member of the American Medical Association 
has asked: I specialize in internal medicine and do not have 
surgical staff privileges at the local hospital. One of my patients 
needs surgery and has selected a colleague with surgical staff 
privileges to operate. I will handle preoperative and postopera- 
tive care. Inasmuch as I am well aware of the patient’s economic 
status, I suggested to my colleague, the surgeon, that the pa- 
tient’s total bill for medical and surgical care should not exceed 
$200. The surgeon accepted my recommendation, stating he felt 
his service in performing surgery was worth $125. Is it ethical 
for each of us to bill patient individually in the amounts agreed 
upon? 

Opinion: Chapter I, section 6 of the Principles of Medical 
Ethics suggests that remuneration received for professional serv- 
ices should be in an amount announced to the patient and states 
that billing procedures that violate the patient’s trust or that 
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place profit above appropriate medical service are unethical. On 
no occasion has the Judicial Council expressed the opinion that 
it is unethical for physicians to consider the economic status 
of a patient in a conscientious endeavor to keep the total cost 
of medical and surgical care within the economic limitation of 
the patient. This practice, carried out in the interest of the pa- 
tient, is the antithesis of unethical practices that increase the 
costs of medical care and cause deterioration of medical service. 
In the opinion of the Judicial Council, it is not unethical for 
physicians mutually to establish the relative value of their pro- 
fessional services, as such services relate to the economic ability 
of the patient to pay, but each physician should submit a bill 
for the service he has himself rendered and receive payment 
therefore directly from patient. 





MEDICAL FILM REVIEWS 








Horizons of Hope: (Cleared for television) 16 mm., color, sound, show- 
ing time 18 minutes. Produced in 1954 by John Sutherland Productions, 
Inc., New York, for the Sloan Kettering Institute for Cancer Research. 
Procurable on loan from Movies, U. S. A., 729 Seventh Ave., New York. 


The purpose of this film is to explain and dramatize the 
research being done by the Sloan Kettering Institute and others 
in their search to find a cure for cancer. Live action is used to 
illustrate the physical complexity of the Sloan Kettering Institute 
and its specialized equipment. Animation demonstrates the na- 
ture of a normal body cell and then shows the genesis of the 
abnormal cancer cell within the same body. The animated por- 
tion of the film refers to the basic premise of Sloan Kettering’s 
research operations, which is that there are basic differences 
between normal and cancer cells and that, by continuing study 
of those differences and constructive application of facts learned 
about these differences, control and/or cure of cancer can be 
achieved. The film shows how the cancer cell is affected, first 
by the study of its appetites to find out what food it requires 
and therefore can be starved by the absence of, and secondly 
by what foods it can be poisoned, either chemically or radio- 
actively. Another approach is the study of the effect of virus on 
cancer cells, and the search goes on for a virus that will selec- 
tively destroy cancer cells while not harming normal cells. Still 
another category is the study of antibodies that will seek out 
and destroy cancer cells. Most of the laboratory scenes are quite 
beyond the understanding of nonmedical people; however, the 
impression is left that something is being done, and, even though 
the viewer may not understand the details, the film will have 
a very favorable effect. The use of animation would be more 
instructive than illustrations that are too similar to the actual 
cell structure. This film would be of interest to any adult audience 
and also to high school classes in biology, health, and com- 
munity protection against illness. The animation and narration 
are very well done. 


The Lymphatic System: 16 mm., color, sound, showing time 45 minutes. 
Produced in 1950 by Imperial Chemical Industries Film Unit. Procurable 
on loan from Imperial Chemical Industries (New York) Ltd., Film 
Library, 521 Fifth Ave., New York 17. 


By means of animation and living animal preparations this 
film demonstrates the physiological anatomy of the lymphatic 
system in the rabbit, cat, dog, and monkey. The classical method 
of demonstrating lymphatics by interstitial injection of dye is 
shown in the rabbit and in man. This is followed by a series of 
demonstrations that show the lymphatic pathway in the hind 
limb of the dog by cannulation of the lymph vessel and injection 
of dye into the pad of the foot, and the cervical pathway by 
dropping dye on to the nasal mucosa of the dog, cat, and monkey 
and recording the gradual coloration of the clear lymph in a 
cannula inserted into the vessel. The passage of dye from the 
subarachnoid space to the deep cervical vessels, passage of dyes 
from the blood stream to the lymph, and the Brownian move- 
ments of chylomicrons are shown in a similar manner. In con- 
clusion there are animated diagrams that show the source and 
circulation of lymph and lymphocytes and the course taken in 
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man by the subcutaneous lymph from the big toe to the blood 
stream. This film is not suitable for teaching purposes in human 
anatomy, because it stresses the experimental and functional 
aspects. The animated drawings of the lymphatic system are of 
some value but contain some omissions. Extensive editing would 
be necessary to make the film usable for pharmacologists and 
physiologists. 


Methods and Technique of Ultrasonic Therapy in Medicine: 16 mm., 
black and white, sound, running time 34 minutes. Produced in 1954 by 
the Birtcher Corporation, Los Angeles, for and procurable on loan from 
John H. Aldes, M.D., Department of Physical Medicine and Rehabilita- 
tion, Cedars of Lebanon Hospital, Los Angeles. 


The film begins with an oral description of the early history 
of the medical use of ultrasound. This historical recitation refers 
briefly to the work of Wood and Loomis in the United States 
and then implies that practically all of the research in this field 
has been done in Europe or at the Cedars of Lebanon Hospital. 
The speaker merely says that in the United States the employ- 
ment of ultrasonics in medicine is “relatively new.” He fails to 
make any mention of the extensive studies on medical applica- 
tions of ultrasonics that have been made at such places in the 
United States as the Massachusetts Institute of Technology, the 
University of Illinois, the University of Minnesota, and the Uni- 
versity of Pennsylvania. The implication is that this is some- 
thing new that is being brought for the first time from Europe 
to the United States by the research group of the Cedars of 
Lebanon Hospital. Next there is an exposition of the physics 
of ultrasound; and sections of a film produced in Erlangen, 
Germany, are then dubbed in. The portion taken from the old 
Erlangen film is very good, but there is no recognition of the 
source of this portion of the film; the implication is that this 
excellent exposition was prepared by the Cedars of Lebanon 
Hospital. This is another false implication, and the failure to 
credit the source of the material is reprehensible. From this 
point on, the film discusses methods of clinical application and 
outlines, in considerable detail, techniques of application in a 
variety of clinical conditions. Rather elaborate descriptions of 
exact techniques are presented for treatment of conditions such 
as arthritis of the cervical part of the spinal column with and 
without radiculitis, subdeltoid bursitis with and without calcifi- 
cation, osteoarthritis of the lumbar portion of the spinal column 
with and without radiculitis, “arthritis of the knee,” osteoarthritis 
of the wrist joint, and ulcerations of the skin. 

There is the implication that the employment of ultrasonic 
energy in the clinical management of these conditions is well 
established and highly to be recommended; however, there is 
no clinical evidence of the value of the procedure as compared 
with other methods of treatment for these conditions. At the 
end there is a summary, and the speaker states, “we are con- 
tinuing clinical and animal experimentation.” There is no de- 
scription, however, of such animal experimentation in the film. 
The photography and narration are satisfactory. In its present 
form the film is not recommended. 


Post Anesthesia Rooms: 16 mm., color, sound, showing time 27 minutes. 
Coordinator: Scott M. Smith, M. D., University of Utah. Produced in 
1953 by Billy Burke Productions, Hollywood, Calif., for and procurable 
on loan from E. R. Squibb & Sons, 745 Fifth Ave., New York 22. 


This film documents the case for the proper design, staffing, 
equipping, and use of rooms for postoperative care. The post- 
anesthesia room can help reduce both morbidity and mortality; 
furthermore, the room can be established and maintained eco- 
nomically, since centralization of postoperative patients and 
equipment greatly reduces the personnel required to administer 
efficient care. Fourteen postanesthesia rooms, in actual use at 
the time the film was made, are discussed. The basic principles 
of their design, equipment, and staffing are dealt with in detail. 
The picture might become more effective if the ideal equipment 
as well as the personnel were clearly illustrated in one place, 
instead of being shown sporadically throughout the film. There 
appears to be no difference between continuous 24 hour re- 
covery room service and the postanesthesia room, which is 
really a wake-up room. The advantages of each of these types 
of rooms should be emphasized, and one should distinguish be- 
tween the two. In spite of these shortcomings, the film is recom- 
mended. It is primarily suitable for hospital designers, admin- 
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istrators, nurses, anesthesiologists, and surgeons and would serve 
as an educational medium for anyone interested in the surgical 
patient. 


Intra-Articular Injections of Hydrocortisone: 16 mm., color, sound, 
showing time 29 minutes. Prepared in 1953 by William B. Rawls, M.D., 
New York. Procurable on loan from Merck and Company, Rahway, N. J. 


This motion picture shows the method of approach for in- 
jecting the joints of the fingers, toes, elbows, and shoulders 
with hydrocortisone. This treatment is used only for those who 
have single joint residue after a treatment with corticotropin 
(ACTH) or cortisone. The technique is done as a routine office 
procedure, and good results have been obtained in rheumatoid 
and osteoarthritic joints, bursitis, and other conditions. The 
author emphasizes that this treatment is only temporary and that 
the injections may have to be repeated every one or two weeks. 
This is an excellent study on the method of approach in inject- 
ing joints with hydrocortisone, and the importance of complete 
sterilization of needles with an autoclave is emphasized. This 
film is highly recommended for specialists in internal medicine 
and orthopedics, general practitioners, residents, interns, and 
medical students. The photography is very well done, and the 
picture is well organized. 


Physiology of the Kidney: 16 mm., color, sound, showing time 46 
minutes. Produced by the Pharmacology and Histology Departments, 
University College, London, England. Procurable on loan from Imperial 
Chemical Industries (New York) Ltd., Film Library, 521 Fifth Ave., New 
York 17. 


This film teaches the basic physiology of the kidney by means 
of animated models and animal experiments. Animated models 
and paintings are first used to illustrate the structure and cir- 
culation of the nephron. A series of demonstrations on anes- 
thetized animals are carried out to illustrate the permeability 
characteristics of the glomerular membrane. The effect of some 
physiological variables, such as blood pressure variations, altera- 
tions in blood volume, and administration of epinephrine, are 
illustrated. The secretory activity of the renal tubules is illus- 
trated by the excretion of some injected dyes. The subject matter 
of the film is very well organized and the demonstrations carried 
out with care. The only possible objection is that it is somewhat 
long and there is considerable repetition. The photography and 
narration are good. The film will be most useful for medical 
students. It is also suitable as basic science review for physicians. 


NEW FILM ADDED TO A. M. A. LIBRARY 


Night Call: 16 mm., color, sound, showing time 26 minutes. Produced 
in 1954 by Jack Denove Productions for a Du Pont Cavalcade of America 
television program. Technical Consultant: William Wanamaker, M.D. Pro- 
curable on loan from Committee on Medical Motion Pictures, American 
Medical Association, 535 N. Dearborn St., Chicago 10. 

This film is a dramatic record of about 24 hours in the life 
of “a doctor,” only one of the thousands who, as the narrator 
says, live their lives almost unnoticed but “with dignity and 
purpose.” It begins with a middle-of-the-night phone call from 
an old woman who wants a vitamin shot and is followed soon 
by an emergency call to a soldier found unconscious at a motel. 
Throughout the day and despite his many other concerns, the 
doctor continues to worry about this patient, because no diag- 
nosis can be reached. One of the highlights of the film is the 
scene in which the doctor gives a biting lecture on medical 
progress to a new physician whose first patient has died and who 
is embittered by what seem to be futile efforts to cure. Inter- 
mittently the narrator speaks of centuries of medical discoveries 
that now give this doctor the armamentarium to cure, but adds, 
“in this 24 hours, this is not enough.” The comment is apparently 
meant to focus attention on ever-present baffling cases, such as 
that of the soldier, that defy diagnosis and treatment. The state- 
ment seems somewhat negative in contrast to the optimistic and 
humane tone of the film but is counteracted by the physician's 
final—almost intuitive—success in diagnosing the case. The 
performance by Dean Jagger, as the physician, is warm, be- 
lievable, and touching, and the script achieves a good balance 
between documentation and feeling, with a touch of ironic 
humor that makes the doctor and his work real and understand- 
able. This is an impressive film for lay audiences and especially 
in vocational guidance. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Isolated (Fiedler’s) Myocarditis: Case Report and Review of the 
Literature. E. H. Antes. J. Indiana M. A. 48:137-145 (Feb.) 
1955 [Indianapolis]. 


A case of isolated (Fiedler’s) myocarditis is described in a 
19-year-old man. The patient survived for a period of 19 
months, in the course of which he was repeatedly hospitalized. 
On his first admission to the hospital he was extremely short 
of breath on the slightest exertion and had a persistent, hack- 
ing, dry cough. The chest roentgenogram was suggestive of a 
mitral lesion with passive congestion of the lungs. Electro- 
cardiographic recordings were interpreted as sinus tachycardia 
and ischemic changes as revealed by T-wave abnormalities. He 
suffered a cerebrospinal accident during his first night in the 
hospital. This complication gradually improved during the 23 
days of the patient’s hospital stay. He was discharged on a 
regimen of salicylates, 0.2 mg. of digitoxin daily, and absolute 
bed rest. Following his discharge he had three recurrences of 
shortness of breath, cough, and anorexia, with cardiac en- 
largement and gallop rhythm. Improvement resulted the first 
time from intensive therapy consisting of a low sodium diet, 
digitoxin, salicylates, ammonium chloride, and parenterally 
given diuretics. Dramatic and sustained improvement resulted 
the second time from cortisone therapy combined with low 
sodium diet, digitoxin, and Natrinil (cation exchange resin). 
The third recurrence with gallop rhythm did not respond to 
therapy, and the patient’s subsequent course was gradually 
downhill. At his final hospital admission he was in severe 
shock and died three hours after admission. Autopsy revealed 
diffuse cardiac enlargement. All chambers of the heart were 
dilated. The heart weighed 460 gm. The valves, muscles, and 
arteries all appeared grossly normal. There was a questionable 
tiny thrombus in the right auricle. The pericardial sac con- 
tained only a trace of clear fluid. Sections of heart muscle 
showed the fibers to be rather large. They contained large 
nuclei. Just under the epicardium there were a few collections 
of round cells, especially near some of the vessels. The tissue 
appeared to be edematous. On the inner surface there was a 
nonadherent, partly fibrinous and partly platelet thrombus. This 
portion was apparently from the auricle. Another section of the 
heart showed in some of the fibrous bands between the muscle 
bundles a few scattered round cells and a few larger macro- 
phages. An occasional small group of round cells was seen 
between the individual muscle fibers. In another section there 
were areas in which these round cells were moderately numer- 
ous. The amount of inflammatory change was rather slight. 
Although the patient was followed over a long period, the 
causation of the disease was not definitely ascertained. Many of 
the possible causative factors that were discussed in the litera- 
ture could unequivocally be discarded. This includes thymico- 
lymphatic thyroid dysfunction and adrenalin administration. 
The patient’s adequate dietary history made the diagnosis of 
vitamin deficiency an unlikely possibility. The autopsy abnor- 
malities were minimal and were restricted to the myocardium. 
Certainly the myocardial weakness was greatly out of pro- 
portion to these findings. Possibly these findings can best be 
explained by a toxic and/or allergic factor that primarily 
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interrupts the proper metabolism and function of the cardiac 
muscles. When control of the myocardial weakness was no 
longer possible with the usual regimen of low sodium intake, 
digitoxin, rest, and diuretics, cortisone was administered. The 
patient experienced a marked increase in well-being and appe- 
tite, but the author doubts that any appreciable effect on the 
myocardium took place. 


Senile Atrial Fibrillation and Its Treatment: 32 Cases. L. Corti 
and R. Gallini. Gior. gerontol. 2:577-588 (Nov.) 1954 (In 
Italian) [Florence, Italy]. 


The authors studied the effects of quinidine (Idrochinidina) 
in 32 patients over 60 years of age with chronic atrial fibril- 
lation. Chronic congestive insufficiency was severe in 6 patients 
and mild and of recent onset in 18. Disturbances attributable to 
the vascular apparatus in the other eight patients were tachy- 
cardia on effort, palpitation, asthenia, and precordial pain. The 
administration of quinidine was always preceded by that of 
digitalis because this decreases the risk of some of the most 
feared side-effects of quinidine such as paroxysmal ventricular 
tachycardia and the onset of atrial flutter. Quinidine was given 
orally in gradually increasing doses ranging from 0.6 gm. on 
the first day to 1.2, 1.8, and 2.4 gm. on the following days. 
One patient was given as much as 3.6 gm. in one day. Some- 
times the oral therapy was combined with parenteral adminis- 
tration of the drug. Sinus rhythm was generally obtained 
between the third and the fifth days of treatment, and thereafter 
the maintenance dose ranged from 0.15 to 0.6 gm. daily. Sinus 
rhythm was restored in 30 patients. The two failures occurred 
in patients in whom the F waves were extremely irregular and 
the intraventricular conduction abnormal. The drug was well 
tolerated except for slight nausea, diarrhea, and ear buzzing. 
These, however, never compelled the authors to discontinue 
the therapy or to diminish the doses. In most cases the con- 
version of fibrillation to sinus rhythm passed through phases 
of atrial flutter, sometimes with regular or varying atrioventricu- 
lar block and sometimes with irregular atrioventricular block. 
Electrocardiograms were taken often and were of great value 
especially during the initial period because they helped to 
avoid the error of believing that a normal sinus rhythm had 
been secured when there was instead only a regular flutter. 
With restoration of the sinus rhythm there was a marked clini- 
cal and hemodynamic improvement in the patients. Dyspnea 
decreased, physical strength was restored, precordial pain 
disappeared, and optimism returned. The most noteworthy ob- 
jective improvement was an increased diuresis. Clinical signs of 
pulmonary stasis diminished gradually; the behavior of the 
arterial pressure was not significant; the circulatory velocity was 
increased; and the venous pressure was lowered. These results 
are superior to those obtained with cardiotonic treatment alone. 


Rupture of Aorta with Dissecting Aneurysm in Apparently 
Normal Blood Vessel Wall. H. A. Salvesen. Tidsskr. norske. 
legefor. 75:4-6 (Jan. 1) 1955. (In Norwegian) [Oslo, Norway]. 


In a case of rupture of the aorta wall in a man, aged 70, 
previously well, there were no characteristic symptoms from 
the small dissecting aneurysm except radiating pain to jaw and 
teeth. The rupture was located 3 cm. above the aortic valve. 
Macroscopically the aorta was normal, as were the coronary 
arteries. Microscopically there were no pathological changes 
in the aorta wall that could adequately explain the rupture. A 
few vasa vasorum, in scattered areas, were slightly thickened 
and hyalinized, but without obliteration of the lumen. In rup- 
ture of the aorta with dissecting aneurysm diagnosis depends 
on how long the patient lives from the time of the first 
incomplete rupture with formation of a dissecting aneurysm 
and the secondary rupture outward. Violent acute pain usually 
radiates to the back or epigastrium, seldom to the arms. The 
shock, often with loss of consciousness, may make diagnosis 
more difficult. As the dissecting aneurysm spreads along the 
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aorta and blocks the peripheral branches there may be chilling 
and lack of pulsation in one or more extremities (an important 
diagnostic sign), or symptoms of apoplexy if the carotid is 
blocked. Along the descending aorta the aneurysm can cause 
the most complex neurological symptoms as arteries leading 
to the different spinal segments become involved. If there is 
bleeding into mediastinum there may be signs of mediastinal 
blockade. There may be a quiet period tefore the second 
rupture occurs, and the curtain may fall on the last act of the 
drama as suddenly as it rose on the first. But the development 
may take a long time, and now and then the condition can 
cure itself if the perforation goes into the lumen again. instead 
of outward. The underlying disease may be atheromatosis or 
a syphilitic mesaortitis; it is most often idiopathic media necro- 
sis. The case presented belongs to the group in which none of 
the known causes of rupture of the aorta can be demonstrated. 


Agammaglobulinemia and Bronchiectasis: Report of Two Cases 
in Adults, with Autopsy Findings. H. D. Collins and H. R. 
Dudley. New England J. Med. 252:255-259 (Feb. 17) 1955 
[Boston]. 


Collins and Dudley report two women, aged 25 and 53, 
respectively, with agammaglobulinemia and severe bronchiecta- 
sis. The dominant features in both patients were repeated pul- 
monary infections, bronchiectasis, and pulmonary insufficiency. 
Both had difficulty maintaining their weights, even with large 
caloric intake. Both cases seem to warrant the diagnosis of 
agammaglobulinemia, although immunochemical examination 
of the first patient revealed a small and presumably ineffectual 
amount of gamma globulin. The diagnosis in each case was 
suspected because of a low serum globulin content. Both 
women died, and autopsy revealed that lymphoid structures 
had no germinal centers, and no plasma cells could be found 
in any tissue. The authors point out that in hyperimmune rabbits 
there is a massive plasma-cell infiltration of many organs and 
also hypergammaglobulinemia. With cortisone-induced regres- 
sion of the plasma cells, the gamma globulin falls. In children 
with agammagiobulinemia, after injection with an antigen, the 
regional lymph nodes showed no germinal-center formation, no 
plasma or preplasma cells, and no antibodies. Lymph nodes 
removed from normal children at herniorrhaphy after injection 
with an antigen demonstrated germinal-center formation, plasma 
and preplasma cells, and antibodies. In the cases reported, 
all the lymph nodes examined and the spleen, as well as 
the lymphoid aggregates in the intestines, were marked by 
absence of germinal centers and plasma cells. However, in 
tissues removed surgically, at least a year before death in each 
case, there were rare plasma cells. The absence of plasma and 
preplasma cells and agammaglobulinemia and multiple infec- 
tions seem to be related phenomena. Early diagnosis of agam- 
maglobulinemia is important, because the administration of 
human gamma globulin may be effective when other measures 
fail. Patients with severe bronchiectasis should be studied for 
the presence of agammaglobulinemia. 


Idiopathic Hypogammaglobulinemia and Agammaglobulinemia: 
Review of the Literature and Report of Case. G. Seltzer, S. 
Baron and M. Toporek. New England J. Med. 252:252-255 
(Feb. 17) 1955 [Boston]. 


The case of agammaglobulinemia presented here concerned 
a man, aged 27, who had repeated respiratory infections. Since 
1945 there had been nine hospitalizations and an equal number 
of confinements to bed at home, with chills, fever, cough, 
occasional hemoptysis, and pleuritic pain. Just before admission 
to the University Hospital he had been in another hospital 
because of the sudden onset of a severe, sharp pain in the left 
side of the chest that was increased by deep respiration. Studies 
at the University Hospital revealed extremely low gamma 
globulin values. The diagnosis of active histoplasmosis that 
had been made in another hospital could not be confirmed 
bacteriologically, but a review of all x-ray films of the chest 
from 1946 to November, 1953, with the exception of those 
taken in 1952, demonstrated a pattern of recurrent bilateral 
inflammatory disease, with sparing of the apex, and, beginning 
in 1950, bilateral nodular parenchymal densities with calcified 
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centers. These changes were compatible with an infection with 
histoplasmosis acquired some time before 1950. When he was 
readmitted to the University Hospital in January, 1954, after 
another episode of chills, cough, and fever, he was given 
24 gm. of human gamma globulin intramuscularly in the form 
of measles-immune gamma globulin, over a 24 hour period. 
While this raised the gamma globulin values temporarily to 
normal levels and made the patient asymptomatic for a while, 
later there was a recurrence of diffuse rales, chest pain, and 
cough. An attempt to immunize the patient against typhoid 
paratyphoid produced no antibody. A program of intramuscular 
injections of gamma globulin, 7 gm. (0.13 gm. per kilogram of 
body weight) once monthly, was started. In the past three 
months he has had one febrile episode similar to though milder 
than the previous ones. The literature on idiopathic hypo- 
gammaglobulinemia and agammaglobulinemia is reviewed. The 
essential features include: recurrent infections, greatly dimin- 
ished or absent circulating gamma globulin, normal levels of 
other blood proteins, inability to form circulating antibodies 
to administered antigens or infecting organisms, absence of 
heterologous blood-group isoagglutinins, and half life for in- 
jected gamma globulin of about 20 days in children and about 
12 days in adults. Treatment consists of replacement with hu- 
man gamma globulin in doses of 0.1 gm. per kilogram of body 
weight. Since the condition is observed mostly in males some 
investigators have suggested that it may be a result of recessive 
sex-linked genes in homozygous males. Two genetic types have 
been differentiated: patients with lymphopenia and absent 
lymph-node germinal centers and those who have normal 
lymph nodes and do not have lymphopenia. The validity of 
this grouping remains to be confirmed. Studies, based on the 
assumption that antibodies are produced by immature plasma 
cells and lymphoblasts, have shown that the lymph nodes of 
patients with idiopathic low and absent gamma globulins do 
not respond with plasmacytosis to antigenic stimulation. The 
authors believe that the described case of idiopathic hypo- 
gammaglobulinemia was acquired rather than hereditary, be- 
cause symptoms began late in life, and presumably this patient 
had had histoplasmosis. Two questions are posed: Could histo- 
plasmosis and resulting infection of the antibody-forming 
reticuloendothelial system have resulted in a permanent depres- 
sion of antibody formation, or could the depressed antibody 
production, which was due to some unrelated factor, have made 
the patient susceptible to histoplasmosis? If the former is true, 
its importance could easily be established by skin tests with 
histoplasmin in all cases of agammaglobulinemia. 


Adrenal Cortical Function in Patients with Agammaglobu- 
linemia. R. A. Good and V. C. Kelley. Proc. Soc. Exper. Biol. 
& Med. 88:99-101 (Jan.) 1955 [Utica, N. Y.]. 


Agammaglobulinemia is characterized by increased suscep- 
tibility to bacterial disease, absence of gamma globulin in the 
serum, absence of circulating antibody, and failure of antibody 
production in response to antigenic stimulation. Several obser- 
vations have suggested the possibility that these abnormalities 
might be related to abnormal pituitary—adrenal cortical function. 
Data included in this report were obtained during an investi- 
gation of agammaglobulinemia in seven patients ranging in age 
from 4 months to 58 years. The two adults in this group suf- 
fered from the acquired form of agammaglobulinemia and the 
five children from the congenital disease. The numbers of circu- 
lating eosinophils and lymphocytes and the serum concentra- 
tions of 17-hydroxycorticosteroids were ascertained. Although 
one patient was completely lacking in circulating eosinophils 
and lymphocytosis was present in another, no consistent abnor- 
mality in the numbers of either lymphocytes or eosinophils was 
observed. The intramuscular injection of corticotropin in four 
patients with agammaglobulinemia was followed by normal 
depletion of circulating eosinophils and by normal increase in 
17-hydroxycorticosteroid concentration. The authors feel that 
the results of these investigations do not support the concept 
that abnormal pituitary—adrenal cortical function is a significant 
factor in patients with agammaglobulinemia. There is evidence 
that the hematological disturbances observed in some of these 
patients are based on mechanisms other than disturbed adrenal- 
pituitary function. 
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The Gastric Mucosa in Patients with Pulmonary Tuberculosis. 
J. Vague, H. Bonneau and M. Legré. Presse méd. 63:112-113 
(Jan. 29) 1955 (In French) [Paris, France]. 


From a comparative study of gastric biopsies and gastric 
intubation after histamine in 103 patients with chronic pul- 
monary tuberculosis, it was learned that: 1. Half of these 
patients have gastritic lesions (although true gastric tuberculosis 
is quite rare). 2. The gastritis takes the form of pure inflam- 
matory gastritis or atrophic epithelial gastritis, with about 
equal distribution of both. 3. The frequently-occurring mani- 
festations of dyspepsia in these patients, mainly hypochlorhydria 
and achlorhydria, are closely, but not necessarily, linked to 
the gastritic lesions. 4. The gastric lesions and functional dis- 
turbances are more frequent among patients with tuberculosis 
that is of longer duration, farther advanced, and more secretory. 
Epithelial gastric lesions are more common in alcoholic tuber- 
culous patients. Although the causal mechanism of these lesions 
is highly complex, it is certain that deglutition of sputum plays 
an important part. 


Massive Gastrointestinal Hemorrhage Due to Familial-Heredi- 
tary Telangiectases. L. L. Hardt, F. Steigmann, S. A. Levinson 
and I. Gore. Gastroenterology 28:70-79 (Jan.) 1955 [Baltimore]. 


The occurrence of familial hemorrhagic telangiectasia is re- 
ported in six patients with various manifestations of bleeding 
from the gastrointestinal tract. Five of the patients were men 
between the ages of 46 and 67 years and one was a 69-year- 
old woman. All had a history of melena, but only four had 
hematemesis; two, nosebleeds; and one, hematuria. A family 
history was obtained in three patients, five generations being 
involved in one case and three in another. Despite the melena 
and hematemesis, only three patients had symptoms of peptic 
ulcer, with positive duodenal ulcer findings on roentgenologic 
examination in one and suggestive findings in two. Three of 
the patients died and autopsies were performed. Two of the 
deaths resulted directly from the hemorrhages and one from a 
hepatitis after blood transfusions required by the profuse 
gastric hemorrhage. One patient who had melena after the 
bouts of bleeding from the nose had a nonbleeding duodenal 
ulcer at autopsy. Similarly, while proctoscopy done in three 
patients revealed the telangiectasia in only one, gastroscopy was 
normal in all three patients in whom it was performed. In two 
of the latter, however, no lesions were observed at autopsy in 
the stomach but only in the intestine. As in the previously 
reported cases, the bleeding tendency appeared in five of the 
authors’ six patients when they were over 40 years of age, 
possibly supporting the hypothesis of an endocrine factor or 
degenerative processes concomitant with aging. None of the 
authors’ patients had any purpuric manifestations as noted by 
other workers. There were no transfusion reactions, despite the 
fact that some of the patients received several transfusions, 
although none of them had splenomegaly. In the patients who 
came to autopsy, telangiectasia was observed throughout the 
gastrointesinal tract, on the skin, the oropharynx, and the 
larynx. In the other patients, telangiectasias were observed in 
the buccal cavity, in the nose, the rectosigmoid area, in the 
bladder, liver, and on the face, nose, and chest, as reported by 
others. This histological picture of the specimens obtained from 
the authors’ patients coincided with the characteristic pattern 
for these lesions described in the literature, presenting dilated 
and thinned vessels with hemorrhages in the vicinity. The prog- 
nosis in most of these cases must be guarded, since it is difficult 
to predict when a hemorrhage may become profuse and 
exsanguinating as it did in one of the authors’ patients. The 
prognosis is the more difficult since no specific remedy is known. 
The diagnosis of familial hemorrhagic telangiectasia should be 
considered in any person with recurrent gastrointestinal hemor- 
rhages, particularly if over 40 years of age, who has no definite 
ulcer symptoms but who has a history of bleeding from other 
mucous membranes or who has telangiectasia in other parts of 
the body. A history of bleeding episodes in other members of 
the family is a strong support of this diagnosis. Bleeding caused 
by blood dyscrasias is usually ruled out by bone marrow and 
blood studies. Gastroscopy and proctoscopy may aid in the 








J.A.M.A., May 7, 1955 ~ 


diagnosis by revealing the characteristic lesions but are often 
disappointing. Therapy of this condition is empiric, although 
rutin given orally may help in many cases. 


SURGERY 


Surgical Closure of Atrial Septal Defects. D. A. Cooley. Surg. 
Gynec. & Obst. 100:268-276 (March) 1955 [Chicago]. 


Defects of the atrial septum are the most frequent congenital 
malformation of the heart in young adults; they frequently 
cause no symptoms during childhood. Variability in the clinical 
picture of patients with atrial septal defects may be explained 
in part by the fact that a patent foramen ovale causes almost 
no disturbance in cardiac function, whereas true atrial defects 
may lead to severe cardiac strain. Anatomic closure of the fora- 
men ovale occurs normally at about 2 months of age, but fre- 
quently is not complete until the second year of life. Defects 
of clinical significance are those resulting from arrested develop- 
ment of the septal portion of the atrial wall. In some patients 
the lesion is incapacitating due to pulmonary complications, 
cardiac decompensation, and arrhythmias, and it may even lead 
to sudden death. During the past few years, much attention has 
been directed toward the surgical closure of atrial defects. The 
techniques proposed include the open and the closed methods. 
Some investigators consider exposure of the atrial septum for 
direct vision essential for satisfactory closure. This may be 
accomplished by temporarily interrupting caval inflow and pro- 
viding circulation by an artificial heart-lung machine, or by arti- 
ficially induced hypothermia to prevent central nervous system 
damage during the brief period of temporary circulatory arrest 
necessary to expose and close the septal defect. The compli- 
cated apparatus needed, the threat of air embolism, and the fre- 
quent occurrence of serious cardiac arrhythmias during the open 
procedures have limited their usefulness. Cooley feels that of 
the closed methods, that proposed by Bjérk and Crafoord is the 
simplest and most effective, and he shows that this technique com- 
bines the best features of two previously described procedures. 
Murray in 1948 described passing mattress sutures through the 
auricles in the plane of the septum in order to draw the walls 
of the atria down to obliterate the defect. Sutures were passed 
without intracardiac palpatory guidance. Séndergaard in 1952 
described dissection of the plane between right and left atria 
by separating the area of fusion between superior vena cava 
and right superior pulmonary vein. Development of this plane 
permitted placement of sutures in the direction of the septum 
without obstructing the orifices of either the cava or the pulmo- 
nary vein. SOndergaard attempted closure of the defect by plac- 
ing sutures in the groove in order to pucker the septum and 
close the defect from above only. Bjérk and Crafoord have im- 
proved Séndergaard’s technique by transatrial insertion of the 
septal suture accurately under palpatory guidance, permitting 
closure of septal defects of any size or position. Cooley de- 
scribes and illustrates certain technical details of this procedure, 
including slight modifications, which he employed in the three 
successfully treated patients, whose histories are presented. 
Although postoperative cardiac catheterization has not been per- 
formed in these patients, on the basis of the operative findings 
and the gratifying postoperative improvement, the septal defects 
are believed to have been effectively closed. Two patients had 
significant pulmonary hypertension prior to operation, 


Coarctation of the Aorta in Infants. P. Adams Jr., M. Keele 
and I, Baronofsky. Journal-Lancet 75:66-69 (Feb.) 1955 [Minne- 
apolis]. 

Cardiomegaly and recurrent or uncontrollable cardiac decom- 
pensation led to surgical treatment for coarctation of the aorta 
in 8 children ranging in age from 12 days to 11 months. Two 
patients died shortly after the operation was performed; one 
was found at autopsy to have endocardiac fibrosis of the left 
ventricle in addition to the coarctation, and the other had an 
associated interventricular defect. The six surviving patients 
have been followed for from 2 months to 2 years and are all 
doing well. Persistent murmurs suggestive of interventricular de- 
fects are present in three of the patients. The authors’ experi- 
ence, like that of others, tends to show that coarctation of the 
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aorta in infancy may be an isolated, surgically amenable Iesion. 
The signs of coarctation, however, may be completely masked 
when it is associated with other anomalies, such as transposi- 
tion of the great vessels or mitral atresia. Coarctation combined 
with aortic stenosis, for instance, has been reported as failing 
to produce the expected hypertension in the arms, although 
there was a distinct difference between the blood pressures in 
the arms and legs of the patients. Hypertension with a pressure 
of over 100 mm. Hg in the arms seems, therefore, to be a nec- 
essary criterion of operability at the present time. Accurate de- 
termination of the blood pressure in these infants is facilitated 
by a simultaneous flush method of taking pressure using two 
infant blood pressure cuffs joined by a Y-tube. One cuff is 
wrapped around the infant’s arm and the other around its leg; 
blanching is allowed to take place, the cuffs are simultaneously 
inflated to a pressure above the systolic, and then, as the pres- 
sure is gradually lowered, the hand can be seen to flush at a 
higher pressure and sooner than the leg. Some authorities who 
question the advisability of attempting to operate on infants 
that are only a few weeks old state that most of the children 
can be tided over by medical management. The authors’ ex- 
perience, however, and that of others shows that the prospects 
are extremely poor once the patient has gone into heart failure. 
Recurrent failure is inevitable and often uncontrollable, and 
many children do not live to reach the optimum age for surgi- 
cal intervention. Histological studies have also shown progres- 
sive pulmonary vascular changes in patients with coarctation of 
the aorta who have survived heart failure in infancy. Surgical 
treatment is, therefore, indicated for patients in whom heart 
failure has occurred, and even in those who can be safely guided 
through infancy by medical management postponement of the 
operation until the age of 4 or 5 years is probably not physio- 
logically safe. Two of the patients operated on successfully in 
this series were less than 6 weeks old. 


Esophageal Hiatal Diaphragmatic Hernia. S, W. Harrington. 
Surg., Gynec. & Obst. 100:277-292 (March) 1955 [Chicago]. 


Esophageal hiatal hernias are the most common kind of 
diaphragmatic hernias that require surgical treatment, as of the 
605 operations that Harrington performed on the various kinds 
of diaphragmatic hernias, 489 were on the different types of 
hiatal heruia. All visceral herniations through the esophageal 
hiatus are classified under the general term “esophageal hiatal 
diaphragmatic hernia.” Harrington discusses the various types 
of diaphragmatic herniations through the esophageal hiatus, and 
the anatomic and embryologic aspects. Roentgenographic ex- 
amination of the stomach is the most important method of 
establishing the diagnosis of esophageal hiatal diaphragmatic 
hernia. Esophagoscopic examination should be carried out in 
order to determine the possible presence of associated lesions 
such as esophagitis resulting from influx of gastric secretions 
into the esophagus, peptic ulceration of the esophageal mucous 
membrane, traumatic ulceration at the cardia from infolding 
and pressure on the lower part of the esophagus, and stricture 
as well as spasm of the esophagus. The clinical recognition of 
hiatal hernia from subjective symptoms only is difficult, because 
the symptoms of the different types of hernia very and often 
simulate those of other organic diseases of the abdomen and 
thorax. In 450 of the 489 patients with esophageal hiatal hernias 
operated on by Harrington radical repair of the hernia was car- 
ried out. In the remaining 39 patients temporary or permanent 
interruption of the phrenic nerve was employed as a palliative 
measure, because radical operative repair was inadvisable be- 
cause of other serious disease or because of the poor general 
condition of the elderly patients. Interruption of the phrenic 
nerve was also performed where small esophageal hiatal hernias 
were associated with spasm of the lower part of the esophagus, 
cardia, or diaphragm. Only about 15% of the 39 patients did 
not obtain relief from interruption of the phrenic nerve. The 
hernia recurred in 13 of the 450 cases in which radical repair 
was performed. In 7 of these 13 cases, the symptoms were severe 
enough and the size of the herniation was large enough to 
require a second operation, after which no further recurrence 
developed. In the remaining six cases, only a small portion of 
the stomach was involved in the recurrence, and symptoms were 
relatively mild. Conservative measures, such as dilatation of 
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the esophagus and loss of weight, were sufficient to relieve the 
symptoms. Death occurred in 6 of the 450 cases in which radical 
repair of the hernia was done, an operative mortality rate of 
1.3%. It was necessary to perform other operative procedures 
at the time of the surgical repair in 29 of the 450 patients. These 
included resections for peptic ulcers or for carcinoma of the 
stomach, closure of perforated erosions, gastroenterostomy, 
vagotomy, splenectomy, cholecystostomy, appendectomy, and 
resection of the esophagus. Not all hiatal hernias require surgi- 
cal treatment, as the symptoms of many patients can be relieved 
by conservative measures. Only those patients who presented 
marked symptoms caused by either the hernia or associated dis- 
ease were treated surgically. Obscure and bizarre symptoms that 
could not be caused by the herniation have been attributed to 
a hernia that has been found roentgenologically. If such patients 
are treated surgically, the results will be unsatisfactory. Only 
those patients whose symptoms are definitely related to the 
hernia and who do not respond to conservative measures should 
be treated surgically. 


The Incidence of Common Bile Duct Disease Following Surgical 
Exploration. D. J. Preston and J. W. Alden Jr. Delaware M. J. 
27:32-38 (Feb.} 1955 [Farnhurst, Del.]. 


To determine the incidence and types of residual pathologi- 
cal conditions in the bile duct, Preston and Alden made post- 
operative cholangiographic studies in 74 consecutive patients 
operated on by eight qualified general surgeons. The films were 
obtained after injecting a nonirritating radio-opaque solution 
via T-tube into the common bile duct on the 6th to 10th post- 
operative day. The patient is placed in the supine position on a 
radiographic table equipped with a Potter-Bucky diaphragm and 
fluoroscope. A syringe containing 20 cc. of iodized oil is con- 
nected to the external limb of the T-tube, and under fluoro- 
scopic control a few cubic centimeters of the contrast material 
is injected. Spot radiographs are made as indicated. The patient 
is then centered over the Potter-Bucky apparatus and radio- 
graphic exposures are made in anterior-posterior and right 
posterior oblique projections during the injection of additional 
contrast material. All films are developed and examined, and if 
satisfactory films have been obtained the examination is con- 
cluded. If not, the process is repeated. Amyl nitrite may be 
given to differentiate spasm from stenosis or stricture. Stones 
were demonstrated in the duct in 24.3% of the patients, and 
partial or complete obstruction of the duct due to spasm, stric- 
ture, stenosis, or tumor was found in 19%, that is, pathological 
conditions persisted in 43.3%, and the findings were normal in 
56.7% of the patients. The incidence of persistent or recurrent 
symptoms following cholecystectomy and exploration of the 
common bile duct parallels the incidence of pathological condi- 
tions demonstrated by cholangiography. The injection of a radio- 
opaque nonirritating solution via T-tube into the common duct 
is believed to be a reliable method for demonstrating, by x-ray 
films, residual lesions of the bile duct after operation. The rela- 
tively high incidence of the residual lesions suggests that stand- 
ard methods of surgical exploration of the common duct now 
in general use are incomplete or unsatisfactory. 


Obstruction of the Renal Artery Producing Malignant Hyper- 
tension. I. Imber and R. H. Clymer Jr. New England J. Med. 
252:301-304 (Feb. 24) 1955 [Boston]. 


A case of malignant hypertension caused by a fibrous band 
constricting the renal artery is described. The patient was a man 
34 years of age. Two significant features of his case are that 
the arterial obstruction was demonstrated by abdominal aorto- 
graphy before operation and that severe functional impairment 
of the contralateral kidney, which existed at the time of opera- 
tion, subsequently cleared completely. Pathological examination 
of the removed kidney showed it to be normal. The cure effected 
in this patient met the criteria established by Smith, i. e., pre-, 
existing hypertension of some duration and blood pressure re- 
duced to normal levels by operation and remaining normal for 
at least a year. It is not possible to say exactly how long the 
hypertensive state had been present in this man, but the time 
can be assumed to have been at least a month and less than a 
year before operation. This emphasizes the general contention 
that good results are achieved most frequently in patients whose 
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hypertension is of recent origin and rapidly progressive to the 
malignant phase. It would appear that a certain degree of re- 
duction of kidney function should not deter the performance of 
surgical treatment and that contralaterally diminished renal 
function is reversible at least to a certain point. 


The Vital Circulatory Minimum in Limbs Affected with Arteritic 
Gangrene. R. Leriche. Presse méd. 63:153 (Feb. 5) 1955 (In 
French) [Paris, France]. 


Gangrenous limbs can often be saved from the necessity of 
amputation if a vasodilating operation is performed promptly. 
Leriche has found that there exists, in the tissues proximal to a 
dry gangrene, a circulation sufficient to maintain life. The agony 
of the tissues affected is principally the result of vasoconstriction. 
An isolated thrombosis of a large artery cannot of itself cause 
massive mortification; it must be accompanied by vasoconstric- 
tions that probably arise in the thrombosed area. Massive 
gangrene is rarely a primary phenomenon. It should also be 
remembered that necrosis does not set in immediately after the 
establishment of a thrombus but takes a few days, during which 
time the skin is white and has a marble-like appearance. It is 
precisely at this time that surgical intervention should be carried 
out, in the form of either arteriectomy or gangliectomy. Vaso- 
constriction should be reduced beforehand by procaine injected 
intra-arterially or lumbar infiltration. Arteriectomy is a benign 
procedure but requires permeability of the subthrombotic seg- 
ment; this can be demonstrated by arteriography. Arteriectomy 
is ideal for thromboses of the primary iliac artery and the super- 
ficial femoral artery, as long as their point of bifurcation is not 
passed. If the patient already has gangrene of the foot, a highly 
successful method of treatment is arteriectomy or gangliectomy 
followed immediately by plane-section amputation at the level 
of the gangrene. The extent of the amputation can in this way 
be reduced. Amputation at the thigh is especially to be avoided 
in elderly persons, because they almost never learn to walk with 
a prosthesis but are confined to bed and armchair. 


Management of Hip Fracture in the Geriatric Patient. C. V. 
Heck. J. Am. Geriatrics Soc. 3:113-116 (Feb.) 1955 [Baltimore]. 


Heck found that about 80% of hip fractures occurred in 
patients over 60 years of age. In most instances such a fracture 
reflects a general demineralization of the skeletal structures. Many 
adults and particularly elderly persons deprive themselves of 
minerals because of a dislike for, or an intolerance to, milk. 
Some who drink milk are not able to take advantage of the 
minerals because of a reduced acid content of the stomach. 
Osteoporosis is the result of a deficiency of, or a failure to 
assimilate, minerals. The method of administering milk may be 
altered by adding dilute hydrochloric acid to the milk. The pa- 
tient is asked to drink two to four glasses of this mixture daily. 
Acid administered in this mariner appears to be more efficacious 
than when given by other methods. Cardiac, genitourinary and 
gastrointestinal diseases are apt to be present in the elderly pa- 
tient with hip fracture. If the possibility of complications arising 
from these factors is kept in mind, they can be checked early. 
Nursing care to prevent the formation of decubitus ulcers is 
essential. Accurate reduction of hip fractures is important and 
may require surgery. The surgical approach has been a definite 
advance, in that it has materially reduced undesirable features 
such as immobilization with sandbags, long periods of re- 
cumbency, decubitus ulcers, deformity, and other complications. 
Surgery may have to be postponed until the patient’s general 
condition is satisfactory. A mental problem is met with in many 
patients who have a false impression that nothing can be done 
for them. Reassurance is an early part of the management. 
Disorientation, memory defects, emotional lability, and con- 
fusion are not uncommon in the first few days following injury. 
These may result from the shock of the sudden change in life 
and not necessarily from surgical shock. A second cause is the 
presence of fat emboli arising from the fracture site, and such 
fat emboli may be reduced by early operation on the hip. Early 
ambulation improves the patient’s morale, eases nursing care, 
improves circulation of the structures about the hip, promotes 
healing, and maintains function of the other joints. 
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NEUROLOGY & PSYCHIATRY 


Poliomyelitis in Identical Twins. A. D. Farmer. M. J. Australia 
2141-142 (Jan. 29) 1955 [Sydney, Australia]. 


The cases described occurred at a time when only sporadic 
cases were being notified in Western Australia, and during a 
subsequent epidemic several months later only two cases appear 
to have originated in the area concerned. The twins arrived at 
the Infectious Diseases Hospital on Oct. 30, 1953, with a tenta- 
tive diagnosis of encephalitis or poliomyelitis. Peter, a half-caste 
boy, aged 2 years, about a fortnight prior to his admission to 
hospital had become irritable, feverish, and lethargic, refusing 
food, and a transient rash was observed. The irritability, fever, 
and anorexia persisted, and he was then admitted to the country 
hospital and given injections of penicillin. Several days later it 
was noticed that he could not move his right leg, owing to 
muscular weakness. He remained pyrexial during this time, and 
the motions were loose. Examination on admission to the In- 
fectious Diseases Hospital revealed him to be a thin half-caste 
boy, who looked rather apathetic. The cranial nerves appeared 
normal. There was slight neck and back stiffness. The chin would 
not touch the knees when the head was bent forward. The tripod 
sign was present, but Kernig’s sign was absent. The left knee 
and ankle jerks were present, and tone and power of the left 
leg seemed normal. The right knee and ankle jerks were absent, 
tone was diminished, and there was no voluntary movement of 
any of the muscles of the right leg. John, the identical twin of 
Peter, had the same medical history, except that the onset of 
his illness was two days later and the symptoms in the first stage 
were milder. The only central nervous system abnormalities 
were diminished right knee and ankle jerks and ,:conounced 
weakness of the right anterior tibial group of muscles. A clinical 
diagnosis of poliomyelitis was made in both cases. The serums 
from the twins were both negative in neutralization tests against 
types 1 and 3 and both positive against type 2 polio virus, so 
presumably they were Lansing type infections. This variety of 
poliomyelitis infection is said to be less likely to produce severe 
paralysis than the other two types, and the comparative mild- 
ness of the paralyses in twins is therefore significant. Opportu- 
nities of observing the course of an infectious disease in identical 
twins are rare, and this experience of poliomyelitis in identical 
twins is indeed exceptional. 


Autohemotherapy in Psychiatry. R. H. Reddick. Maryland M. 
J. 4:22-31 (Jan.) 1955 [Baltimore]. 


Reddick cites his 1950 report on autohemotherapy in chronic 
mental disorders, and in the present paper he reports his observa- 
tions on a control group of 10 patients who were studied simul- 
taneously with a group of 25 patients who received autohemo- 
therapy. All 35 patients had been committed for care and 
treatment in a state psychiatric hospital. The duration of their 
mental symptoms varied from 2 to 49 years. In the selection 
of the 25 patients who were to comprise the treatment group, 
priority was accorded to: (1) those who had received one or 
more courses of electroconvulsive therapy or insulin coma 
therapy, or both, without noticeable improvement; (2) those who 
had some definite contraindication to shock therapy, e. g., medi- 
cal, orthopedic, cardiac, etc.; and (3) those who, despite the pres- 
ence of these poor prognostic factors, still seemed capable of 
improvement. The treatment group included 12 with schizo- 
phrenia, 3 with mania, 3 with arteriosclerosis, 2 with involutional 
mental disorders, 2 with paranoid conditions, 2 psychoneurotics, 
and one alcoholic. The control group included 2 with schizo- 
phrenia, one with an involutional disorder, one psychopathic 
patient, 3 with syphilitic dementia, and 3 with arteriosclerosis. 
In those receiving autohemotherapy, the initial treatment con- 
sisted of the removal of 5 cc. of blood from one of the median 
basilic veins under aseptic conditions, followed by immediate 
deep intramuscular reinjection into the upper outer quadrant of 
the buttock of the opposite side. A few drops of 4% sodium 
citrate solution were introduced through the needle into the 
syringe before the blood was withdrawn; the blood remained 
in the syringe less than a minute. The same technique was em- 
ployed in subsequent treatments, except that after the third treat- 
ment, provided that no untoward reaction had occurred, the 
dosage of blood was increased to 10 cc. Each of the members 
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of the control group received weekly injections of 10 cc. of iso- 
tonic sodium chloride solution. For the 25 patients in the treat- 
ment group, the minimum number of treatments was 4 and the 
maximum, 22. Twenty-three of the 25 treated patients made a 
social recovery, in that they were able to leave the hospital and 
to resume their former activities. Of the control group nine 
rcmained essentially unchanged after nearly six months of weekly 
intramuscular injections of isotonic sodium chloride solution. 
The 10th, a patient with arteriosclerosis, exhibited progressive 
deterioration and died. Laboratory studies in the patients receiv- 
ing autohemotherapy tended to confirm Sorrentino’s findings, 
consisting primarily of a lowering of the sedimentation rate in 
addition to a normalization of the protein content of the blood. 
In each one of the several instances in which a test was made, 
a marked lymphocytosis occurred within a few hours after the 
blood injection. The history of one of the successfully treated 
patients is presented in greater detail. The author points out 
that autohemotherapy has been used in many other conditions 
including acute posterior poliomyelitis, herpes zoster and other 
neurotropic virus diseases. He cites different opinions on its 
mode of action. 


Electroshock Treatment: Indications and Contraindications. S. 
Wohlfahrt. Nord. med. 53:53-55 (Jan. 13) 1955 (In Swedish) 
[Stockholm, Sweden]. 


The main indication for electroshock therapy is the depressive 
stage of manic depressive disease. About three-fourths of the 
patients treated become free from symptoms. Involutional 
melancholias and the depressive psychoses during and shortly 
after the climacteric also constitute a large and important group 
that often reacts quickly and reliably to electroshock. In selected 
cases enduring results can be attained with perhaps three or 
four electroshock treatments. Electroshock therapy in depressed 
older persons on the whole gives the same good results as in 
younger persons, but special care is called for. If careful internal 
medical analysis of the condition is made and the modern elec- 
troshock technique is employed, i. e., oxygen administration to- 
gether with muscle relaxants, physically normal persons up to 
75 years of age can be treated. Moderate cardiac, vascular, or 
pulmonary insufficiency need not always contraindicate electro- 
shock therapy. Ambulant treatment can be carried out in mod- 
erate depressions but not in schizophrenia and other psychoses. 
Brief amnestic disturbances follow electroshock. If many treat- 
ments are given in close succession the reactions can accumulate. 
The prognosis for this insufficiency is good provided the number 
of treatments is kept within normal limits, at the most 10 shocks 
in succession. At the Sédersjukhus treatment is individualized 
and more than four successive treatments are rarely given. 


GYNECOLOGY & OBSTETRICS 


Endometriosis in the Region of the Right Scapula. C. Voss. 
Geburtsch. u. Frauenh. 15:171-174 (Feb.) 1955 (In German) 
[Stuttgart, Germany]. 


Extragenital endometriosis is rare, but while there are several 
reports of endometriosis in the extremities, Voss was unable to 
find a report of localization in the region of the shoulder. The 
case reported concerned a woman, aged 27, who had a history 
of menstrual irregularities of many years’ duration. For about 
a year she had noted a nodule over the scapula that exhibited 
intermittent swelling. About a year ago she had had an abortion, 
but she was unable to say definitely whether the nodule ap- 
peared after the abortion or had been present before. The nodule 
was deep in the skin and gave the impression of a fibroma or 
a fibrolipoma that was located within the tendinous muscular 
insertions. This location made the extirpation relatively difficult. 
Histological study of serial sections revealed numerous endo- 
metrial islands widely dispersed within the skeletal musculature 
and its tendinous insertions, and partly in the smallest arteries 
and capillaries. The endometrial tissue showed the unfolding uo‘ 
glands and stroma that is characteristic for the proliferative 
phase. Various stages of endometrial implantation could be 
observed. As regards the pathogenesis of this mucosal ectopy, 
the author assumes a hematogenic dissemination. Transmission 
through the lymph passages he regards as impossible. Although 
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the way from the uterine mucosa to the capillaries of the 
suprascapular artery seems enormous and full of narrow 
passes (capillary portion of the pulmonary circulation), the 
author believes that it is entirely possible that small aggregates 
of cells could pass from the venous circulation through the lungs 
into the arterial system, just as fat emboli are carried through 
the lungs into the systemic circulation. The “taking” of endo- 
metrial cells or cell aggregates in a foreign milieu is presumably 
promoted by the persisting hormonal regulation. 


Painless and Accelerated Delivery: 10,000 Observations. N. C. 
Louros. Deutsche med. Wchnschr. 80:217-219 (Feb. 11) 1955 
(In German) [Stuttgart, Germany]. 


A.method is described that was employed in the delivery of 
10,000 women at the obstetric clinic of the University of Athens, 
Greece. During the phase of dilatation large successive doses 
of meperidine (Demerol-Dolantin) hydrochloride were given. 
At the onset of the first painful contractions 50 mg. of the drug 
was injected intramuscularly, and this injection was repeated at 
15 minute intervals as long as the labor pains continued and 
dilatation of the os uteri progressed. Meperidine may occasion- 
ally exert a delaying effect on parturition and in such a case 
oxytocin is given to stimulate the function of the uterus, but 
as soon as pain reappears, meperidine is again given. The 
experienced obstetrician will use combined administration of 
meperidine and oxytocin in such a way that the contractions of 
the uterus will be maintained while at the same time pain is 
reduced or even disappears completely. By the combined use 
of these two drugs the period of dilatation will be considerably 
accelerated. During the second stage of labor the parturient 
woman is advised to assume a position that is most favorable 
to the expulsion of the fetus and to avoid movements that may 
inhibit the expulsion. As soon as the presenting part becomes 
visible at the vulva, the hands of the obstetrician are evenly 
spread over the fundus and gentle pressure is exerted during the 
expulsion pains. When the head passes through the vulva, small 
doses of nitrous oxide, trichlorethylene (Trilene), or chlorethyl 
are given. The so-called accelerated, painless delivery therefore 
consists of the administration of meperidine and oxytocin, suit- 
able expulsion by the parturient, Kristeller’s maneuver, and mild 
anesthesia. This active procedure is contraindicated in women 
with placenta previa, toxemia, transverse presentation, cephalo- 
pelvic disproportion, and in women on whom cesarean section 
has been done previously or who are admitted to the obstetric 
clinic when already in the second stage of labor. Hypotension is 
also considered a contraindication. Complete or nearly complete 
analgesia was obtained in 77% of the primiparous women and 
in 48% of the multiparous women, incomplete analgesia in 
17.8% of the primiparous and in 50% of the multiparous 
women; only 2.7% of the women did not obtain any analgesia. 
Forceps had to be used in 3.86% of the women, as compared to 
6.1% in whom this method was not used. Only 0.47% of the 
infants died, as compared to 0.80% in the course of deliveries 
in which the author’s method was not used. The accelerated 
delivery makes it possible to admit a larger number of parturient 
women. Screaming has become a rare exception in the lying-in 
room. 


Present Status of the Intrauterine Pack in Postpartum Hemor- 
rhage. J. J. Fisher. J. Florida M. A. 41:634-636 (Feb.) 1955 
[Jacksonville, Fla.]. 


The role of the intrauterine pack in postpartum hemorrhage 
is much disputed and is being assailed in some circles as 
unphysiological and inefficacious. The present study was 
occasioned by criticism of an obstetric case in which the 
intrauterine pack was employed, the procedure of packing the 
uterus being termed archaic and no longer a part of good 
modern obstetrics. A questionnaire was submitted to the depart- 
ment heads of the 50 maternity centers reporting the greatest 
number of deliveries, and replies were received from 37 of 
the 50. Only two of these stated that they never employed the 
intrauterine pack. Atony of the uterus was listed as the indica- 
tion for its use in 33 instances. Twenty of the 37 institutions 
indicated that its use was always, usually, or often successful 
when it was properly used. Even the most enthusiastic of its 
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proponents acknowiedge that the indication for its employment 
arises only rarely, especially with good prophylactic manage- 
ment, administration of oxytocics, and liberal employment of 
replacement transfusion; but few obstetricians of wide clinical 
experience are willing to assign the intrauterine pack to the 
obstetric discard heap. Certain precautions must be exercised. 
When the packing is employed for postpartum hemorrhage 
secondary to atony of the uterus, the birth canal must be in- 
spected for laceration. A ruptured uterus contraindicates use 
of the pack. Lacerations of the lower portion of the birth 
pasage naturally will not respond to packing the uterus above. 
It should be remembered that packing the uterus is only part 
of a general management. Whole blood transfusion should be 
just as enthusiastically employed to replace previous blood loss, 
while the pack controls further loss. The packing must be 
thorough to be effective. Once the pack is in place, the patient 
should be observed frequently. The level of the top of the 
fundus should be marked on the anterior abdominal wall and 
comparison made frequently to this point. This precaution pre- 
cludes concealed hemorrhage behind the packing. Antibiotics 
should be administered, because the packing has usually been 
preceded by repeated manipulations. 


Parental Stature and Birth Weight. R. H. Cawley, T. McKeown 
and R. G. Record. Am. J. Human Genet. 6:448-456 (Dec.) 
1954 [Baltimore]. 


Association between infant weight and parental stature was 
examined in two independent series of 1,028 and 506 children. 
It was found that at birth, and during two years after birth, 
infant weight increased with height of mother, but was only 
slightly affected by height of father. This result is independent 
of duration of gestation, and it is suggested that it must be 
attributed to the influence of the maternal environment on rate 
of fetal growth. 


Anxiety in Pregnancy. P. A. Reynolds. West J. Surg. 63:88- 
95 (Feb.) 1955 [Portland, Ore.]. 


The importance of the role of anxiety and tension in produc- 
ing some of the complications of pregnancy and childbirth is 
now.generally recognized. It is unfortunate that many women 
have been made to feel that the only normal woman is the one 
who can present a facade of complete relaxation during 
pregnancy and labor. It is as unrealistic to ignore the hazards 
of childbearing as it is to refuse to acknowledge the multiple 
dangers of daily existence. Granted that medical care can and 
does reduce the hazards of childbearing, the fact remains that 
women do have something to fear from toxemia, placenta 
previa, abruptio placentae, miscarriage, premature labor, post- 
partum hemorrhage, erythroblastosis, and fetal abnormalities, 
The pattern of any woman’s response to the critical event of 
pregnancy is individual, depending on factors within herself and 
her environment, as well as on the attitudes and training of the 
physician and his associates in office and hospital, under whose 
care she places herself. The author’s experience has taught him 
that there are three important areas in which the obstetrician 
can operate with reasonable effectiveness: (1) education and 
reassurance regarding the physical facts of pregnancy, and the 
innumerable misconceptions of facts as represented by folklore 
regarding childbirth; (2) the explanation of ambivalent feelings; 
and (3) the assistance he can give the patient in accepting her- 
self as an individual, without reference to standards of behavior 
imposed by others. Education and reassurance may be effective, 
but are often overevaluated. Such books as “Childbirth Without 
Fear” can increase tension in the patient by calling to her 
attention the multiple causes and prevalence of anxiety in 
pregnancy. While many people like to believe that women have 
babies in response to the maternal or procreative instinct, the 
author points out that many women are motivated by a variety 
of reasons very remotely connected with the maternal instinct. 
They become pregnant by accident, because of rivalry, to possess 
something, to satisfy a husband, to feel adequate, and so forth, 
but they do not necessarily like to be pregnant. These women 
often have anxiety because they feel one way and our culture 
and their own standards decree they should feel differently. 
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They are often relieved by expressing their true feeling about 
being pregnant and being told by their physician that many 
women feel as they do. The author discusses the demands made 
upon both patient and physician by the current interest in 
natural childbirth. He calls attention to both the advantages 
and disadvantages of these new demands and recommends a 
middle-of-the-road approach. 


PEDIATRICS 


Diastematomyelia. C. B. Holman, H. J. Svien, W. H. Bickel 
and H. M. Keith. Pediatrics 15:191-194 (Feb.) 1955 [Spring- 
field, Ill.]. 


Diastematomyelia is a rare congenital malformation of the 
neural axis manifested by separation of the laterai halves of 
the spinal cord. Various degrees of separation may be en- 
countered, from complete duplication of the spinal cord at one 
extreme to instances in which the cord is divided for a short 
distance only. An 8-year-old girl was brought to the authors 
because of increasing curvature of the thoracic and lumbar 
portions of the spinal column that had been observed for five 
years. The primary curve of the child’s scoliosis involved the 
midthoracic portion of the spinal column. A coarse growth of 
hair was noted in the midline in the thoracic region posteriorly. 
Her right leg was smaller and shorter than her left. Slight 
weakness of the right leg was present. The knee jerk reflex on 
the right was less active than on the left. Babinski’s sign was 
present on the right. No disturbance of sensation was detected. 
Contrast myelography revealed a diamond-shaped defect in the 
middle of the opaque column opposite the body of the first 
lumbar vertebra. A tiny opaque shadow was noted in the 
center of this defect; it was considered to be a bony spicule in 
axial projection. The truth of this assumption was shown at 
operation, when the bony spur was removed by rongeur and 
curet. Eleven months later multiple bone grafts were applied 
bilaterally to the spinal column from the level of the 6th 
thoracic to the 12th thoracic vertebral segments. No increase 
was seen in the neurological deficits at this time. The patient 
was now able to skip rope and run without handicap, and the 
weakness in the peroneal and anterior tibial muscles noted 
before was less pronounced. Although diastematomyelia is 
uncommon, it is important that the diagnosis be made early so 
that damage to the spinal cord may be halted. 


Carcinoma of the Thyroid in Children. M. Weinbren. South 
African J. Clin. Sc. 5:179-205 (Dec.) 1954 [Cape Town, South 
Africa]. 


Weinbren describes histories of three children under 15 years 
of age who had carcinoma of the thyroid. The tumors were of 
predominantly papillary type. One of the patients has been 
under observation for 17 years from the time the secondary 
deposits had appeared. These cleared up completely with x-ray 
therapy. The second patient, also with pulmonary secondary 
deposits, was treated with x-ray and radioactive iodine only a 
year ago and has been under observation only three years. The 
thyroid tumor has disappeared (thyroidectomy had been re- 
fused), but the lung secondaries are still present. The third 
patient, also seen within the last year, had secondary deposits 
in the cervical glands and was treated with surgery, x-ray, and 
radioactive iodine. Although long survivals have been recorded, 
even up to 30 years, taken as a whole carcinoma of the thyroid 
in children is a serious condition. Although carcinoma of the 
thyroid is rare in children, more cases are being reported. An 
endocrine factor has been regarded as of possible causal signifi- 
cance. The author feels that x-ray therapy can be disregarded 
as a causal factor, and hyperthyroidism plays no part in the 
origin. While various histopathological classifications have been 
suggested for carcinoma of the thyroid, the author thinks that 
the main divisions are the papillary and alveolar types. In 
children the papillary type is most frequent. This type metasta- 
sizes more frequently to the cervical glands and lungs, and it 
has been stated that the alveolar type tends to metastasize to 
the bones more frequently than to the lungs. A nodule in the 
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thyroid of a child should be removed for histological examina- 
tion; and all nodular goiters in children must be removed 
immediately. Before the operation a dose of radioactive iodine 
should be given to enable autoradiographs to be made of the 
tumors. Whereas formerly it was generally considered that 
lobectomy of the involved lobe of the thyroid with removal of 
the isthmus and dissection of the glands on the involved side 
was sufficient, more radical surgery and total removal of the 
thyroid has recently been advocated, whether both lobes are 
involved or not. It has been advised that every inoperable case 
irrespective of the histological structure of the tumor or state 
of the thyroid function, should be given radioactive iodine 
treatment. The treatment of secondary deposits in the lungs 
may be either with radioactive iodine or x-ray therapy. Sec- 
ondary deposits in bones may also be treated with x-ray therapy. 


Localized Osteochondritis of the Lumbar Spine. D. W. Lamb. 
J. Bone & Joint Surg. 36B:591-596 (Nov.) 1954 [London, 
England]. 


The occurrence of osteochondritis involving a small localized 
area of the lumbar spine and producing a characteristic defect 
of the vertebral body, similar to localized Scheuermann’s dis- 
ease affecting the lower thoracic spine, is described in four girls 
and three boys between the ages of 10 and 15 years. All the 
patients complained of pain, six in the lumbar spine, and one 
in the region of the hip; three had considerable paravertebral 
muscle spasm with restriction of movement. The radiographic 
appearance was alike in each patient; there was narrowing of a 
disk space with a characteristic defect of the upper or lower 
anterior corners of the adjacent vertebral bodies. In some, a 
central disk protrusion was present. A slow regeneration of the 
vertebral defect over a period of months was noted. This return 
towards normality was achieved in three patients despite weight 
bearing and normal activity; in the four remaining patients bed 
rest, with or without a plaster jacket, for two to six months, 
was considered necessary. If the symptoms and signs are mild, 
supervision in the out-patient clinic, with restricted activity, is 
adequate. If there are considerable pain and muscle spasm, 
complete rest on a firm bed should be ordered until the symp- 
toms subside; thereafter a plaster jacket or spinal support should 
be worn for two to three months. It seems likely that localized 
osteochondritis of the lumbar spine is caused primarily by either 
congenital or post-traumatic weakness of the intervertebral disk. 
The constant narrowing of the disk space and the occasional 
appearance of Schmorl’s nodules are suggestive of this concept, 
which alsc offers a possible explanation of the characteristic 
defect at the upper or lower anterior corners of the vertebal 
bodies bounding the disk space. As the fluid nuclear material 
escapes from the disk, with resulting narrowing of the space, 
it may break the cartilage plate to form Schmorl’s nodules, but 
may equally allow pressure anteriorly. The tough anterior 
longitudinal ligament resists this force, which is directed on to 
the upper or lower corner of the vertebral body with consequent 
pressure necrosis of bone and formation of the radiographic 
defect described. It is important to distinguish this condition 
from spinal tuberculosis. Important points of differentiation are 
as follows: the erythrocyte sedimentation rate, differential leuko- 
cyte count, and chest roentgenogram are normal; the Mantoux 
test is often negative; Schmorl’s nodules or other radiographic 
evidence of vertebral epiphysitis are present in the thoracic 
spine; the defect of the vertebral body has a rather typical 
“punched-out” appearance; there is never any suggestion of 
abscess formation. 


Acute Polyarthritis and Infections of the Upper Respiratory 
Tract: Clinical Study. F. Laurent and J. Chevallier. Semaine 
hép. Paris 31:485-489 (Feb. 6) 1955 (In French) [Paris, France]. 


A study was made of 100 cases of postanginal polyarthritis. 
Three types of the disease were distinguished: (1) acute articular 
rheumatism, (2) chronic progressive polyarthritis, and (3) inter- 
mediary forms not constituting a definite clinical entity. These 
forms are particularly sensitive to anti-infectious treatment. 
Treatment of polyarthritis should begin with a fairly long period 
of salicylate therapy. If this is unsuccessful, antibiotics should 
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be used over a 10 day period. Tonsillectomy should not be 
performed unless there is strong evidence that the tonsils are a 
source of reinfection; in that case, it should be carried out 
immediately following the period of antibiotic therapy. The 
patient must be carefully watched even after the disappearance 
of joint symptoms. If tonsillectomy fails, it may mean that 
chronic progressive polyarthritis is. present and symptoms will 
shortly appear. In the intermediary forms of the disease, 
hormone therapy does not seem indicated. Phenylbutazone is 
often successful, but its action is many-faceted, and it is 
difficult to draw any conclusions concerning the nature of the 
disease from the effect of this therapy. 


The Human Source of Tuberculous Infection in Children. 
B. Briggs, R. S. Illingworth and J. Lorber. Lancet 1:263-266 
(Feb. 5) 1955 [London, England]. 


Briggs and associates state that in England the mortality from 
tuberculosis in childhood has fallen rapidly in the last few years, 
largely as a result of improved methods of treatment, but the 
fall in tuberculosis morbidity has not kept pace with the fall 
in mortality. They made a detailed investigation of the source 
of infection in 564 children with active intrathoracic or gener- 
alized tuberculosis. The children were either inpatients in the 
Children’s Hospital at Sheffield, or outpatients attending the 
tuberculosis contact clinic in the Children’s Hospital. A really 
adequate search (one in which the whole household was in- 
vestigated, together with persons who, on the basis of the history, 
appeared to be likely sources of infection) was made in 401 of 
the 564 children. In the 401 adequately investigated cases the 
source of infection was found in 327 children (81.5%). It was 
found in 95.9% of 73 children under one year of age, in 86.1% 
of 101 children aged one, in 84.6% of 117 children aged 2 to 
4, and in 64.5% of the 110 children aged 5 to 14. In some 
children there were multiple contacts. Most of the sources of 
infection were within the household, for over 75% of the 
contacts were parents or other persons living in the house. The 
authors emphasize that it is important to report all cases of 
childhood tuberculosis, so that an intensive search for the 
source of infection can be made. This enables the infected adult 
to be treated and other child contacts to be protected from 
infection by BCG or other means. It is also important to 
examine all child contacts immediately when an adult is found 
to have tuberculosis, so that tuberculin-negative children can 
be segregated until they have been protected by BCG. All adults 
with symptoms that might be due to tuberculosis or who may 
be a source of infection should be subjected to roentgen exam- 
ination of the chest. Adults whose tuberculosis is supposed to 
be inactive should receive continued supervision and should be 
regarded as potentially infectious if they are in contact with 
children. Children with a negative tuberculin reaction should 
be excluded from visiting wards and sanatoriums for tuberculous 
patients. Adults with tuberculosis should be instructed in the 
infectivity of their condition and in elementary hygiene. 


THERAPEUTICS 


Methonium Compounds in Treatment of Cardiac Asthma. H. 
Koch. Deutsche med. Wchnschr. 80:179-181 (Feb. 4) 1955 (In 
German) [Stuttgart, Germany]. 


The salts of quaternary ammonium compounds, such as hexa- 
methonium bromide and a proprietary preparation called 
“Gangliostat,” were used at the second internal department of 
the City Hospital of Berlin-Spandau, for the treatment of cardiac 
asthma in patients with hypertension. The cases of two female 
patients are described in detail. The drug was given in the course 
of a severe attack of cardiac asthma associated with beginning 
pulmonary edema and occasionally with fully developed pulmo- 
nary edema; 25 mg. of the drug was injected subcutaneously. 
Within 10 minutes a drop in blood pressure occurred that was 
sufficient and that lasted long enough to cause disappearance of 
the severe dyspnea, motor unrest, and pulmonary edema. The 
maximum drop in systolic blood pressure was 70 mm. Hg and 
that in diastolic pressure was 50 mm. Hg. It is emphasized that 
with a moderate dose of the drug, lowering of blood pressure 
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was obtained of a degree not associated with any risk; deficient 
blood perfusion of important organs such as the brain or the 
kidneys and the development of thrombotic and embolic phe- 
nomena may thus be excluded to a large extent. In one of the 
author’s patients with far-advanced cardiac decompensation, the 
blood pressure was reduced from 210/150 to 150/90 mm. Hg, 
causing not only disappearance of dyspnea and pulmonary edema 
but also an abundant flow of urine lasting for many days. The 
heart and the circulation were relieved by the excretion within 
24 hours of 3 to 4 liters of urine. Improvement continued and 
administration of the ganglion-blocking agent was discontinued. 
There was again a slow rise of blood pressure up to the pre- 
treatment level, and treatment of the decompensated heart with 
strophantin was instituted. In the second patient, the blood pres- 
sure was reduced from 190/110 to 145/100 mm. Hg by one 
injection of 25 mg. of the drug; it remained at this reduced 
level for eight days. A repeated injection reduced the blood 
pressure, which again had risen, to the same low level at which 
it remained for two days. Thus the ganglion-blocking agents 
caused rapid improvement of the serious aspect of cardiac 
asthma and in addition prolonged improvement of the general 
condition in patients with hypertension. Extraordinary relief of 
the heart by considerable reduction of the heart action (i. e., 
of minute volume of the heart and of peripheral resistance) is 
partly responsible for the success of the therapy; other factors 
are the lowering of the venous pressure, better utilization of 
oxygen, and reduced cerebral pressure. 


Mode of Action of a New Conservative Therapy for Mitral 
Stenosis with Reserpine. H. Schumann. Klin. Wchnschr. 33:124- 
126 (Feb. 1) 1955 (In German) [Berlin, Germany]. 


Reserpine (Serpasil), the pure alkaloid derived from Rau- 
wolfia Serpentina (Benth), was given a therapeutic trial in 25 
patients with mitral stenosis, some of whom had decompensa- 
tion of the right side of the heart, cardiac cirrhosis, and positive 
venous pulse. Most of the patients had combined mitral defects 
with functional predominance of the mitral stenosis. The bed- 
ridden patients were first given 0.25 mg. of the drug five times 
daily, while the ambulatory patients received 0.25 mg. three 
times daily. After two to three days of treatment the dose of 
the drug was gradually reduced and some of the patients were 
given maintenance treatment with 0.25 mg. of the drug twice 
daily for prolonged periods up to eight months. Treatment re- 
sulted in an increase of the general work capacity, decrease of 
dyspnea or orthopnea, and pleasant relaxation. The severe and 
oppressive palpitation subsided; stenocardia was reduced or sub- 
sided completely. Edema disappeared in severe cases as a result 
of combined treatment with reserpine and mersalyl sodium 
(Salyrgan). The electrocardiogram showed that the pretreatment 
lowering of the ST segment was restored to normal and T waves 
became normal. The clinical improvement was associated with 
slowing of the pulse. Phonocardiographic studies concerning 
changes in the interval between the second heart sound and 
the mitral opening sound in 12 patients with a distinct mitral 
opening sound showed that in the course of the reserpine therapy 
this time interval became greater simultaneously with slowing 
of the pulse: This permits the conclusion that the pressure in 
the left auricle decreased. The duration of the interval was par- 
ticularly long in patients with fibrillation-arrythmia in whom the 
preceding diastole was very long. In all 25 patients, the duration 
of the diastole was increased per minute with the aid of the 
bradycardia that was induced by reserpine. Although the slow- 
ing of the pulse is an important factor in the obtained improve- 
ment, other properties of reserpine, namely, its negatively 
inotropic effect, its mild reduction of the basal metabolism, and 
its reduction of the vascular resistance, may contribute to the 
therapeutic success. 


Atabrine in Hepatic Amebiasis. Y. A. Ghaffar and M. A. 
Ghaffar. Am. J. Trop. Med. 4:9-12 (Jan.) 1955 [Baltimore]. 


The first part of this report is concerned with results obtained 
with quinacrine hydrochloride (atabrine) in three patients with 
amebic abscess of the liver and in one patient with acute amebic 








J.A.M.A., May 7, 1955 


hepatitis. Oral administration of quinacrine hydrochloride in 
daily doses of 0.9 gm. for seven days effected recovery in the 
patient with acute amebic hepatitis, and no relapse has occurred 
during six months of follow-up. Cure was obtained also in a 
patient with advanced amebic abscess of the liver to whom the 
quinacrine hydrochloride was given orally, as well as by intra- 
hepatic instillations. The drug failed to cure the two other pa- 
tients with advanced amebic liver abscess who received the drug 
by the oral route only. Inadequate dosage in one of the two 
cases and secondary infection in the other probably contributed 
to the failure. In the second part of this report the authors de- 


scribe in vitro studies with Endamoeba histolytica that were . 


undertaken to compare the amebicidal effect of quinacrine hydro- 
chloride, chloroquine, and emetine. Results indicated that ata- 
brine is about 10 times as effective as chloroquine but only 
two-fifths as effective as emetine. In an addendum to this report 
the authors state that one of the two patients in whom the quina- 
crine hydrochloride treatment had failed was subsequently treated 
by instillation of 10 cc. of a 1% solution of quinacrine hydro- 
chloride locally into the cavity every third day. After several 
treatments the sinus closed, and now, one month later, the liver 
is but slightly enlarged, the diaphragmatic cupula moves freely, 
and the patient is in good general condition, having gained 4 
kg. (9 Ib.) in weight. Thus atabrine failed in only one of the 
four cases. 


PATHOLOGY 


Experimental Amebic Infection of the Liver in Guinea-Pigs: 
I. Infection via the Mesenteric Vein and via the Portal Vein, 
B. G. Maegraith and C. Harinasuta. Ann. Trop. Med. 48:421- 
433 (Dec.) 1954 [Liverpool, England]. 


It is generally agreed that the genesis of extraintestinal amebi- 
asis is related to amebic metastasis arising from the intestinal 
lesions, presumably through the portal blood circulation. Proof 
of this has so far been lacking. Experiments were made to dis- 
cover whether hepatic amebiasis or abscess could be produced 
in guinea pigs by injection of Endamoeba histolytica into the 
portal circulation, and, if so, to discover the conditions neces- 
sary for the establishment of such lesions in the liver. Pre- 
liminary experiments revealed that introduction of suspensions 
of Endamoeba histolytica into the mesenteric and portal veins 
of guinea pigs is followed by the development of temporary 
lesions in the liver tissues, from which amebas may be recovered 
up to 72 hours. The lesions occurring after intraportal injection 
appear exclusively in the right lobes and are more extensive than 
those appearing after intramesenteric inoculation. It is concluded 
that amebas can grow for only a very limited time in normal 
liver tissue. 


Experimental Amoebic Infection of the Liver in Guinea-Pigs: 
II. Abscess Formation in Animals with Persistent Intestinal 
Lesions. B. G. Maegraith and C. Harinasuta. Ann. Trop. Med. 
48:434-441 (Dec.) 1954 [Liverpooi, England]. 


While liver lesions containing amebas can be produced in 
guinea pigs by injection via the mesenteric or portal veins of 
suspensions of Endamoeba histolytica of human origin, amebas 
cannot be recovered from such lesions later than 72 hours after 
the injection, and healing takes place quickly. It appears, there- 
fore, that the strain of E. histolytica used in the earlier experi- 
ments is capable of only very limited growth and maintenance 
in the liver tissue of otherwise normal guinea pigs. The experi- 
ments described in this report were designed to investigate some 
of the conditions necessary for the establishment of more perma- 
nent amebic growth in the guinea pig liver. Two groups of 
animals with experimental intestinal amebiasis that was chronic 
and persistent were inoculated intraportally with 200,000 tropho- 
zoites of E. histolytica. Large confluent abscesses were produced 
in the liver, in which E. histolytica could be demonstrated in 
the tissues or by cultivation for up to 12 days after the injection. 
Thus it seems that chronic intestinal infection in the prevailing 
experimental circumstances was an important factor in “settling” 
and maintaining E. histolytica in the liver tissue. 
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Pathology of Cat-Scratch Disease. P. H. Guttman. California 
Med. 82:25-31 (Jan.) 1955 [San Francisco]. 


The clinical features of 10 cases of cat-scratch disease are 
summarized. Four of the 10 cases occurred in children under 
10 years of age. The oldest patient of the series was 60. All 
had been in close contact with cats, and nine had been scratched 
by cats. In 7 of the 10 cases a primary skin lesion was present. 
The onset of regional lymph node enlargement followed the 
primary lesion in from one to three weeks. In two instances the 
inguinal nodes were involved, in five the axillary nodes, in two 
the cervical nodes, and in one the superficial cubital node. All 
the patients had surgical removal of the affected lymph nodes. 
The time between the first sign of lymph node enlargement and 
operative removal varied from 12 to 35 days. Mild fever was 
observed in six cases. Malaise, headache, and loss of appetite 
were noted in few cases. In the majority of the patients con- 
stitutional symptoms were mild or absent. Slight leukocytosis 
(up to 14,000 cells per cubic millimeter) was reported, with a 
slight rise in the percentage of neutrophils. Eosinophilia was 
not observed. A pathological and histogenetic study of material 
obtained from these patients was carried out. The first changes 
in lymph nodes consisted of proliferation of epithelioid cells 
followed by exudation of leukocytes in their centers and sub- 
sequent necrosis of the exudate and epithelioid cells. Prolifera- 
tive changes leading to formation of epithelioid cell tubercles 
were seen in some cases. Homogenization of necrotic centers 
brought about the formation of caseous tubercles similar to 
those seen in tuberculosis, syphilis, lymphogranuloma venereum, 
and tularemia. Differential diagnosis is from lymphogranuloma 
venereum, the ulceroglandular form of tularemia, sporotrichosis, 
tertiary syphilis, brucellosis, and fungous disease. The patho- 
logical and clinical data must be evaluated for this purpose. 


ANESTHESIA 


Prevention of Headache Following Spinal Anesthesia. P. Kush- 
ner. U. S. Armed Forces M. J. 6:217-220 (Feb.) 1955 [Washing- 
ton, D. C.]. 


Most anesthesiologists are now agreed that the causative factor 
of the postspinal tap headache is the continued loss of spinal 
fluid through the lumbar puncture site, with the subsequent re- 
duction of spinal fluid pressure. The resultant loss of buoyancy 
ef the brain causes tension on the tentorium cerebelli and falx 
cerebri. The traction on these structures gives the characteristic 
spinal headache in the erect posture. Relief usually follows on 
assuming a supine position, thus relieving the tension on the 
supporting structures. It has been shown that there is a progres- 
sive decline in the incidence of spinal tap headache as the bore 
of the needle is reduced from 20 to 22 to 26 gauge. The present 
study was undertaken with a 26 gauge, 2.5 in. spinal needle. All 
of the patients were soldiers between the ages of 19 and 47. To 
minimize the postoperative loss of spinal fluid through the punc- 
ture site, all patients were routinely asked to lie flat in bed for 


_ a period of six hours postoperatively. They were also encour- 


aged to drink liquids freely to restore adequate hydration. The 
patients represent consecutive admissions to the surgical service 
where spinal anesthesia was the method of choice. The 26 gauge 
needle, being very flexible because of its fineness, had to be 
used with a 21 gauge introducer needle to minimize the danger 
of breaking the needle in situ. Spinal fluid flows very slowly 
through the fine bore of the 26 gauge needle, and it requires 
more patience on the part of the operator to wait for the fluid 
to appear. Prior to the introduction of the 26 gauge needle, 
lumbar punctures were routinely performed with the standard 22 
gauge spinal needle. The incidence of postspinal tap headache 
with the 22 gauge needle was 5%. In the group of 100 patients 
in which the tap was performed with the 26 gauge needle, there 
was not a single postspinal tap headache. 


Anesthetic Treatment of Eclampsia of Pregnancy by Means of 
Pharmacological Hibernation. C. Pezzoli. Riv. ostet. e ginec. 
prat. 36:497-503 (Oct.) 1954 (In Italian) [Milan, Italy]. 


Pharmacological hibernation by means of a lytic cocktail gave 
good results in six patients with eclampsia of pregnancy and 
one with puerperal eclampsia. All the patients were given con- 
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tinuous inhalation of oxygen and then intramuscularly 50 mg. 
of Phenergan [10-(2-dimethylamino-l-propyl) phenothiazine}. 
Thereafter they received intravenously a lytic solution at the 
rate of 40 to 50 drops per minute. Two patients in whom the 
fetal heart could not be auscultated were also given 500 mg. of 
procaine hydrochloride. Ten to 15 minutes later there was in 
all the patients muscular relaxation and a superficial sleep with- 
out total loss of the sensory apparatus. Breathing became regular; 
after an initial tachycardia the pulse rate became normal, the 
blood pressure was lowered, and the general condition of the 
patients was improved. The treatment was superior to others that 
have been used for eclampsia especially with regard to restora- 
tion of diuresis, disappearance of headache and amaurosis, 
anxiety, and respiratory difficulty. Although this therapy is the 
best available so far for eclampsia of pregnancy, it may be, as 
the others are, symptomatic only. It remains to be determined 
whether the resulting endocrine inhibition actually protects the 
mother and the fetus from the eclampsia toxins and whether 
the recovery is definitive or whether only a temporary improve- 
ment is achieved and the syndrome subsides. The possibility that 
the lytic medicament may arrest labor because of inertia can be 
prevented by adding small doses of purified oxytocin to it. As 
to the effects of the solution on the fetus, especially its bulbar 
centers, the author says that it is not, or only very slightly, 
affected. In this series two of the fetuses were dead at birth, 
whereas the other four were drowsy, but special measures were 
not needed for their resuscitation. Pezzoli recommends continu- 
ous administration of oxygen to the mother during labor. 


PHYSIOLOGY 


Effects of Mixed Foods on the Blood Levels of Glucose, Amino 
Acids and Chylomicrons. H. Singer, J. Sporn, A. Bridgwater 
and H. Necheles. J. Appl. Physiol. 7:443-446 (Jan.) 1955 
|Washington, D. C.]. 


Attempting to develop a single test for digestion and absorp- 
tion of fats, proteins, and carbohydrates, Singer and associates 
noted in many experiments in which a mixture of these sub- 
stances were fed to dogs and human beings that the blood sugar 
peaks were almost consistently depressed, as compared to those 
obtained when sugar had been fed alone. Mongrel dogs were 
deprived of food 24 hours before each experiment, and a fasting 
sample of venous blood was obtained. Then, the dogs were fed 
either glucose or gelatin, or a mixture of both, or glucose or 
gelatin with cream, or a glucose-gelatin cream mixture. When 
glucose was fed together with gelatin, with cream, or with both, 
the blood glucose curve was depressed, as compared to the 
curve obtained when glucose had been fed alone. When gelatin 
was fed together with glucose, with cream, or with both, de- 
pression of the blood amino acid curve was observed, as com- 
pared to the curve when gelatin had been fed alone. The plasma 
chylomicron curve did not appear to be affected when fat had 
been fed with gelatin, with glucose, or with both, as compared 
to chylomicron curves when fat had been fed alone. These 
results indicate that blood sugar curves are depressed when 
sugar has been ingested in a mixture with protein, with fat, or 
with both. When gelatin had been ingested together with glucose 
or with fat, or with both, the blood amino acid nitrogen level 
was depressed to the same degree as reported by Schmidt. This 
phenomenon of mutual depression of the blood curves of ab- 
sorption products of various food substances has handicapped 
the authors in their search for a triple mixture that could be fed 
to patients with digestive disturbances in order to examine their 
digestive pattern in a simple way. The physiological mechanisms 
involved here are not easily explainable. Cori has demonstrated 
a competition between simple sugars and amino acids during 
absorption from the small intestine. Verzar and McDougall be- 
lieved a phosphorylation mechanism was responsible for selective 
absorption of certain substances from the intestinal tract. If this 
mechanism exists, then inhibition of the rate of absorption of 
glucose may be due to competition between glucose, amino acids, 
and fatty acids for its use. On the other hand it is possible that 
food absorption products in the blood effect changes in their 
respective disposition within the body. 
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BOOK REVIEWS 


Diabetes Mellitus: Objectives and Methods of Treatment. By Henry T. 
Ricketts, M.D., Professor of Medicine, University of Chicago, School of 
Medicine, Chicago. Publication number 241, American Lecture Series, 
monograph in American Lectures in Endocrinology. Edited by Willard O. 
Thompson, M.D., Clinical Professor of Medicine, University of Illinois 
College of Medicine, Chicago. Cloth. $3.25. Pp. 123, with 6 illustrations. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, I11.; 
Blackwell Scientific Publications, Ltd., 49 Broad St., Oxford, England; 
Ryerson Press, 299 Queen St., W., Toronto, 2B, Canada, 1955. 


This is a monograph consisting to a large extent of papers 
and excerpts from papers published previously by the author in 
standard medical journals. Its organization is a little unusual 
for that reason. The chapters are concerned with the objectives 
of treatment, the details of therapy for uncomplicated human 
diabetes, the clinical findings and treatment of ketogenic acidosis 
of different grades of severity, the management of diabetics be- 
fore and after elective and urgent surgery, and the details of 
diet therapy in diabetics. The style is scholarly and the exposition 
good. The advantages of good control and hazards of complica- 
tions without it are discussed rationally. The treatment of dia- 
betes and its emergencies is covered practically, permitting direct 
application by the average physician. The dietary section uses 
the standard method devised and publicized by the joint efforts 
of the American Diabetes and American Dietetic associations. 
It is adaptable, therefore, both to weighing and to measuring of 
foods. 


Enzymologie: Eine Darstellung fiir Chemiker, Biologen und Mediziner. 
Von Otto Hoffmann-Ostenhof, Dr. phil., Privatdozent am I. chemischen 
Laboratorium der Universitat Wien. Cloth. $26.65. Pp. 772, with 44 illus- 
trations. Springer-Verlag, M6lkerbastei 5, Vienna I, Austria, 1954. 


Until this book appeared there was no modern reference work 
in German on enzymes. This lack handicapped the author in 
his teaching of advanced students in chemistry at the University 
of Vienna, so he wrote this text for students of chemistry, 
biology, and medicine. Naturally, he emphasizes enzymes im- 
portant in animal rather than in plant economy. The introduc- 
tory chapters deal with the history of the subject, the composition 
and functions of enzymes, methods of studying them, and 
nomenclature. The bulk of the book is devoted to the individual 
enzymes, and the last section takes up the role of enzymes in 
intermediary metabolism. There is an exceptionally full table 
of contents, an author index, and a subject index. The author 
makes things simpler for the student by using short sentences 
and relatively few compound words. He employs a new uniform 
classification and nomenclature throughout but mentions the 
“old” names also, so that the student can find his way around 
the literature. Although the references cited are usually recent 
articles in monographs, large reference works, and annual re- 
views, a number of older articles are cited when the author 
thinks they still are interesting to newcomers in the field. The 
printing is good and the binding is sturdy. 


Viral and Rickettsial Diseases of the Skin, Eye and Mucous Membranes 
of Man. By Harvey Blank, M.D., and Geoffrey Rake, M.B., B.S. With 
foreword by Donald M. Pillsbury, M.D. Cloth. $8.50. Pp. 285, with 70 
illustrations. Little, Brown & Company, 34 Beacon St., Boston 6, 1955. 


This small reference book covers an area of clinical mani- 
festation of viral and rickettsial diseases that has not previously 
been dealt with in one volume. The authors have had extensive 
research experience in the fields. The material is approached 
from the point of view of infectivity, the type and duration of 
immune response, and the lesions produced by the infecting 
organism. The first two chapters are devoted to the general prin- 
ciples of the nature of viruses and rickettsias and to the diag- 
nosis of the infections from the laboratory point of view. Specific 
diseases are then discussed. The emphasis in the descriptions is 
on surface lesions, though many of the diseases, particularly 
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those caused by rickettsias and the Chlamydozoaceae, which 
were formerly classed as large filterable viruses, produce sys- 
temic lesions of similar nature in internal organs. No attempt 
is made to cover diseases that are recognized to be systemic and 
that may involve the eye only through inflammation of the optic 
nerve. The book is printed beautifully on glossy paper. It is 
profusely illustrated with superb color plates and excellent black 
and white clinical photographs. Electronmicrographs of the 
etiological agents and photomicrographs of cells or tissues are 
well reproduced. A few line drawings are used to illustrate prin- 
ciples. A color plate of the reactions to smallpox vaccination 
is interleaved. An adequate list of recent references is included 
at the end of each chapter. Treatment is usually described in 
general terms; details of dosage are often omitted. The role of 
the anti-inflammatory hormones, such as corticotropin, is well 
covered. This book should be useful to students and practicing 
physicians who might see these diseases infrequently. 


The Abilities of Babies: A Study in Mental Measurement. By Ruth 
Griffiths, M.A., Ph.D., Dip.Ed. Cloth. $6.50. Pp. 229, with 41 illustra- 
tions. McGraw-Hill Book Company, Inc., 330 W. 42nd St., New York 
36; 95 Farringdon St., London, E.C.4, England, 1954, 


This book aims to demonstrate a method for studying the 
mental abilities of babies from 2 weeks to 2 years of age. As 
a result of observations of the growth and development of babies, 
the author has devised a comprehensive measuring instrument 
to cover the following five areas: locomotive, personal and social, 
hearing and speech, hand and eye, and performance. These areas 
were selected on the basis of various investigations and were 
assumed to reflect the general intelligence of a baby, which, 
after two years, could be comparable to the usual battery of 
intelligence tests. Such comparison has yet to be made. In 1953 
the intelligence scale was standardized on about 600 babies in 
London; 370 boys and girls were tested in infant welfare centers, 
113 in day nurseries, 14 in residential nurseries, 44 in their own 
homes or in private offices, and 30 in outpatient departments 
of hospitals (not as patients). 

For each of the five areas selected a scale was devised, each 
consisting of 52 items. It included three items for each week 
of life in the first year and two items for each week in the 
second year. This approach was used because it was found that 
difference in a week at this early stage of life corresponded to 
several months at later stages of development. Thus the test 
aimed to measure as accurately as possible the activities char- 
acteristic of this group of babies, with the assumption that they 
were intimately related to the development of the fundamental 
abilities expressed at a later stage. The administration of all 
items for any age level took 20 to 30 minutes, and the author 
strongly ‘advises that in cases where a great discrepancy exists 
between various scales a retest be given shortly after the first 
test. A retesting of 60 cases showed a correlation of 0.87. Only 
one psychologist administered the entire battery to all the sub- 
jects. As a rule, the mother or the person who cared for the 
baby was present during the administration of the tests. 

A specific contribution of this test is to show the effects of 
physical handicaps on the mental organization almost from the 
beginning of postnatal life. This was made possible by the avail- 
able profiles indicating the deficiencies in any of the five areas 
selected in this study. Babies who are premature by three or four 
weeks show a handicap in the development of the areas for 
at least three or four months. After that the disadvantage de- 
creases. Also, postnatal illness as well as traumatic birth ex- 
periences were shown to effect test results. As a whole, the 
results were more accurate from the age of 8 months on. Be- 
cause of the prolonged observations and careful organization of 
the items in each of the five scales, this test should be a com- 
prehensive and accurate tool for testing mental abilities of babies. 
Its value lies primarily in identifying the deficiencies of babies 
in the various areas tested. With a great deal of caution in ad- 
ministering this test and a careful interpretation of the results, 
an examiner could make some assumptions about some de- 
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ficiency in the baby, but this should still remain in the realm 
of hypothesis, since this test has yet to be validated by com- 
parison with other types of populations. Also, it should be de- 
termined whether other psychologists could arrive at similar 
results obtained by the single psychologists who tested all the 
babies in this study. Until then this test can be considered 
as another test that promises to be of great value to a differen- 
tial diagnosis in babies. It should not yet be used solely to de- 
termine the intellectual ability as a prognostic factor in the 
prediction of future intellectual functioning, because (1) great 
changes could still occur after the age of 2; (2) there is not 
enough data to support the validity of such an assumption; and 
(3) it is doubtful that such a prediction if made would benefit 
anyone. The greater service it can offer would be as a signal 
of a disturbing factor in the baby’s growth for the purpose of 
rectifying it in time to allow for the development to continue 
as unimpaired as possible. 


The Psychiatric Interview. By Harry Stack Sullivan, M.D. Edited by 
Helen Swick Perry and Mary Ladd Gawel. With introduction by Otto 
Allen Will, M.D. Prepared under auspices of William Alanson White 
Psychiatric Foundation Committee on Publication of Sullivan’s Writings. 
Cloth. $4.50. Pp. 246. W. W. Norton & Company, Inc., 101 Fifth Ave., 
New York 3, 1954. 


This volume consists of material gathered from several series 
of lectures and notebooks and edited by a group from the Wil- 
liam Alanson White Psychiatric Foundation. It is primarily di- 
rected to psychiatrists but also to those who are interested in 
dynamic interviewing. Sullivan regards the interview as a special 
aspect of the phenomenon of interpersonal relations in which 
the interaction of the interviewer and the patient apparently is 
studied simultaneously by the interviewer. Despite the fact that 
the editors state that they have deleted repetitions and digres- 
sions, the material still seems rambling and diffuse. This is in 
part due to the vague and obscure thinking of Sullivan, par- 
ticularly in respect to theoretical formulations. The use of 
his special terminology for various psychic functions that have 
been quite adequately detailed in many standard psychoanalytic 
texts only adds to the confusion; for example, to describe trans- 
ference reactions in the interviews as “parataxic distortions” does 
nothing to add to our understanding of these complex reactions. 

In discussing ego psychology Sullivan speaks of the “self- 
system” and “security operations” in apparent reference to the 
functions of the ego in perceiving threats of danger from the 
inner and outer worlds to the integrity of the psychic structure 
and to the unconscious mechanisms of defense. Security opera- 
tions are thought of as mechanisms for the protection of the 
self-system; that is, they preserve some level of euphoria in the 
individual. The term “euphoria,” which in descriptive psychiatry 
denotes a pathological state of affect, here is used loosely to 
imply a state of relative decrease in psychic tension. In general 
the limited references to ego psychology indicate a rather naive 
understanding of the problems involved. For a more complete 
knowledge of Sullivan’s theories it is necessary to consult his 
prior publications. 


A few examples are cited to indicate this state of confusion. . 


In pointing out that these remarks are intended only as a guide 
to the proper conducting of an interview, he advises the inter- 
viewer to be neither anxious nor angry but to continually analyze 
his reactions to the patient. To carry on a simultaneous analysis 
of the reactions of two persons is rather difficult. It is not quite 
true to state that the psychiatrist-interviewer evaluates the be- 
havior of the person before him on the basis of the interviewer's 
life experiences. Even assuming that the psychiatrist has been 
well analyzed, as far as possible any subjective criteria should 
be eliminated as the standard by which deviations from what is 
appropriate and reasonable are judged. The psychiatrist should 
be an empathic, and at the same time objective, observer. When 
he unconsciously identifies with his patient and acts out his un- 
resolved personality problems, clear and objective observation 
is impossible. Furthet, one might question the statement, “The 
presence of anxiety is much worse than its absence.” While this 
may be generally true, the presence of anxiety is sometimes 
necessary to the successful completion of the interview. 
Sullivan divides the interview into four stages, inception, re- 
connaissance, detailed inquiry, and termination or interruption. 
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In the course of the detailed inquiry a suggested outline begins 
with the investigation into disorders in learning toilet habits. It 
is curious that no mention is first made of inquiry into disorders 
of infantile feeding habits. A brief outline on diagnostic signs 
then follows. The book contains many helpful hints to the be- 
ginner in the field of psychiatry. That it is an equally valuable 
guide to the social worker, personnel manager, and counselor 
may be doubted. Those who are interested in dynamic psychiatry 
must turn elsewhere for a more concise and logical approach. 


Depression. Edited by Paul H. Hoch, M.D., and Joseph Zubin, Ph.D. 
Proceedings of forty-second annual meeting of American Psycho-Patho- 
logical Association, held in New York City, June, 1952. Cloth. $5.50. Pp. 
277, with illustrations. Grune & Stratton, Inc., 381 Fourth Ave., New 
York 16, 1954. 


Depression and anxiety are the two most important and 
prevalent affects with which the psychiatrist has to deal. In 
“Genetic Principles in Manic-Depressive Psychosis,” F. J. Kall- 
mann discusses his findings in relation to this psychosis, based 
on his studies of identical twins. He presents good evidence for 
the existence of a hereditary factor in the etiology of this psy- 
chosis. R. L. Frank in his paper “The Organized Adaptive Aspect 
of the Depression-Elation Response” presents an interesting 
parallelism between hibernation and depression. This study is 
an attempt at a description of a physiology of depression. An- 
other contribution to such a physiology is made by R. A. Spitz 
in a paper entitled “Infantile Depression and the General 
Adaptation Syndrome.” He compares the work of Selye with 
his own observations on infants who were separated from their 
mothers. N. D. C. Lewis and Z. A. Piotrowski contributed an 
excellent paper, “Clinical Diagnosis of Manic-Depressive Psy- 
chosis,” especially in regard to differentiation of this psychosis 
from schizophrenia. The generally accepted dynamics of depres- 
sion are lucidly described by Sandor Rado in a paper entitled 
“Hedonic Control, Action-Self and the Depressive Spell.” Both 
surgeon and internist should be interested in the paper by C. E. 
Orbach and A. M. Sutherland entitled “Acute Depressive Re- 
actions to Surgical Treatment from Cancer.” Such reactions 
occur in a great many patients suffering from diseases other 
than cancer. In his presidential address Joseph Zubin points out 
that the application of biometric methods in psychopathology is 
still unsatisfactory in most nosological entities. The level at which 
these papers are presented is varied. Some of them can be readily 
understood by the general. reader, and others are written in 
technical language. 


The Physiological Basis of Medical Practice: A Text in Applied 
Physiology. By Charles Herbert Best, C.B.E., M.A., M.D., Professor and 
Head of Department of Physiology, University of Toronto, Toronto, 
Canada, and Norman Burke Taylor, V.D., M.D., F.R.S., Professor of 
History of Medicine and Medical Literature, University of Western 
Ontario, London, Canada. Sixth edition. Cloth. $12. Pp. 1357, with illus- 
trations. Williams & Wilkins Company, Mount Royal and Guilford Aves., 
Baltimore 2, 1955. 


The present edition of this book incorporates the most exten- 
sive revision since it was first published nearly two decades ago. 
Nearly every page has undergone some alteration, deletion, or 
addition, with many figures redrawn and others added. The 80 
chapters supply a wealth of information for practicing physicians, 
medical students, specialists of every complexion in medical 
science, and laboratory investigators. Few works are worthy of 
the term “indispensable.” This book occupies a commanding 
position for that appellation. 


Peripheral Nerve Injuries. By Nerve Injuries Committee of Medical 
Research Council (editor: H. J. Seddon). Medical Research Council special 
report series no. 282. Cloth. £2. 15s. Pp. 451, with 276 illustrations. Her 
Majesty’s Stationery Office, P. O. Box 569, London, S.E.1, England, 1954. 


The British Medical Research Council brought together a 
distinguished group of scientists at the beginning of World War 
II to study peripheral nerve injuries. Headed by H. J. Seddon, 
this group established five special centers for the study of patients 
with wounds involving the peripheral nerves. A unique plan was 
adopted whereby military and civilian casualties were under the 
care of the same personnel, assuring uniformity of treatment and 
follow-up from the time of injury to completion of recovery. 
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This report on peripheral nerve injuries is based on the experi- 
ence of this group with various diagnostic procedures, methods 
of treatment, and evaluation of the end results of nerve re- 
generation. The format is such that each of the special problems 
in nerve injuries are dealt with in separate chapters. The authors 
draw on their own extensive clinical experience and animal 
experiments in presenting their material. The section by R. L. 
Richards on vasomotor and nutritional disturbances and vascular 
lesions associated with nerve injuries is outstanding. This is a 
comprehensive presentation of a difficult subject, illustrated 
beautifully by color reproductions. One wishes that more of the 
illustrations were of this nature. The chapters on electrodiag- 
nostic methods present a comprehensive review of this subject. 
The section on the histopathological changes in nerves, though 
excellently illustrated, does not cover the field as well as Lyons 
and Woodhall’s “Atlas of Peripheral Nerve Injuries.” Func- 
tional recovery is discussed in a well-written chapter by Dr. 
Ruth E. M. Bowden. It stresses the importance of muscle re- 
education and patient incentive in the recovery. 


The reader will. not find the usual presentation of anatomic 
relationships for each peripheral nerve nor descriptions of 
standard techniques in surgical management, but variations in 
innervation of muscles and the unusual types of nerve repair are 
discussed. Two sections of the book are devoted to the analysis 
of the end-results of nerve regeneration. Though they cover the 
field well, correlated data on types of injuries and variations in 
treatment as they relate to end-results are not presented. The 
greatest appeal of this monograph will be to investigators espe- 
cially interested in the problems of nerve injury. The neurologist, 
orthopedist, and neurosurgeon, as well as those working in the 
basic sciences related to nerve injuries, should find this a useful 
reference. For the clinician not well oriented in this field, it is 
a source for the exceptional situations not covered in standard 
texts. 


Wiederherstellungschirurgie und Traumatologie. Jahrbuch, Vol. II. Re- 
dactor: M. Lange, Editores: A. de Araujo, et al. [In German, English and 
French.] Cloth. 36 Swiss francs. Pp. 244, with illustrations. S. Karger, 
Arnold Bécklinstrasse 25, Basel, Switzerland; (American agent—Albert 
Phiebig, P. O. Box 352, White Plains, New York), 1954. 


This book is presented in German, French, and English. Such 
a feature is admirable. Those sections that are written in the 
mother tongue of a given author are summarized in the other 
two languages. The subjects covered include treatment of recent 
and old injuries of tendons, treatment of recent and old fractures 
of the scaphoid, nonunion of the scaphoid, and skin grafting. 
In the chapters dealing with tendon injuries, not only the per- 
tinent points are stressed but also proper emphasis is placed on 
the importance of positioning the hand. It is pointed out that 
better results in the repair of flexor tendon injuries and in the 
restoration on the gliding function are now being obtained. In 
that part devoted to the treatment of severe lesions of the hand, 
the author records that secondary suture is useful for a plastic 
elongation of the tendon in its central part, at the level of the 
forearm, with peripheral displacement of the tendon. This is 
especially true where there is loss of substance. A special roent- 
genographic technique is recommended and discussed for lesions 
of the carpal bones. The method described has some distinct 
advantages. This book is highly recommended. 


Normal Labor. By Leroy A. Calkins, M.D., Ph.D., Professor and Head 
of Department of Obstetrics and Gynecology, University of Kansas Medi- 
cal Center, Kansas City, Kan. Publication number 246, American Lecture 
Series, monograph in American Lectures in Gynecology and Obstetrics. 
Edited by E. C. Hamblen, B.S., M.D., F.A.C.S., Professor of Endo- 
crinology, Duke University School of Medicine, Durham, N. C. Cloth. $4. 
Pp. 128, with 2 illustrations. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 49 
Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., Toronto, 
2B, Canada, 1955. 


This small monograph is an excellent summary of the author’s 
impressions concerning normal labor gained during 25 years 
of scientific interest in this important subject. The first half of 
the book is devoted to the stages of labor, their physiology and 
mechanism, and pertinent comments concerning clinical man- 
agement. There is little with which one can disagree concerning 
fundamental facts about normal labor; however, there are some 
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clinical practices to which one can take exception, but the con- 
troversial nature of these is indicated in the discussion. Few 
obstetricians will decrease their incidence of outlet forceps de- 
livery, and yet more spontaneous deliveries are desirable in 
teaching institutions. There can be little doubt that use of an 
outlet forceps by a competent clinician is less traumatic than 
most natural deliveries in primigravid mothers. Objection can, 
however, be raised to the forceps delivery in the posterior posi- 
tion because a skillful accoucher can easily rotate the head. The 
author’s approach to modern maternity care in urging more lay 
education and moderation in analgesia and anesthesia is com- 
mendable. The appendix, which comprises about half of this 
monograph, includes some of Calkins’ pertinent publications 
that date back to 1929. They are concerned with the prediction 
of the length of labor, the mechanism of internal rotation and 
descent of the head, blood loss, and the management of the 
placental stage. These are well worth reading or rereading, for 
they illustrate the painstaking care involved in developing the 
ideas the author presents. The student, those who sometimes 
see obstetric patients, and even the specialist should profit by 
reading this small book. 


Hyperostosis Cranii: Stewart-Morel Syndrome; Metabolic Craniopathy; 
Morgagni’s Syndrome; Stewart-Morel-Moore Syndrome (Ritvo); Le syn- 
drome de Morgagni-Morel. By Sherwood Moore, M.D. Cloth. $10.50. 
Pp. 226, with 107 illustrations. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 
49 Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., To- 
ronto 2B, Canada, 1955. 


By his long and untiring study of hyperostosis cranii, the 
author has established himself as one of the leading authorities 
in this subject. This booK not only gives a good description of 
the roentgenological, clinical, and anatomic features of hyper- 
ostosis cranii but also advances the theories of the etiology and 
pathogenesis of the disorder. Treatment and prognosis are con- 
sidered. In addition, this volume correlates the review of a vast 
amount of historical literature with valuable suggestions as 
guides to future investigation. Anyone interested in the problem 
of hyperostosis cranii should find this book of utmost value in 
further research of this mysterious condition. © 


Surgical Nursing. By Eldridge L. Eliason, A.B., M.D., Sc.D., L. Kraeer 
Ferguson, A.B., M.D., F.A.C.S., Professor of Surgery, Graduate School 
of Medicine of the University of Pennsylvania, Philadelphia, and Lillian 
A. Sholtis, R.N., B.S., M.S., Consultant in Medical and Surgical Nursing, 
Bryn Mawr Hospital School of Nursing, Bryn Mawr, Pa. Tenth edition. 
Cloth. $4.75. Pp. 754, with 329 illustrations. J. B. Lippincott Company, 
227-231 S. Sixth St., Philadelphia 5; 2083 Guy St., Montreal, Canada, 1955. 


Those who are called on to recommend books to nurses will be 
particularly interested in this book. The fact that it is now in its 
10th edition indicates its favorable reception. It is amply illus- 
trated, concise yet informative, and easily read. The book is 
easy to handle and will make a welcome addition to the library 
of nurses and, for that matter, medical students who wish to 
be informed of surgical nursing techniques. 


Counseling with Young People. By C. Eugene Morris. Cloth. $3. Pp. 
144. Association Press, National Council of the Y.M.C.A., 291 Broadway, 
New York 7, 1954. 


An estimated 10 million men and women have a part in the 
leadership of youth groups in the United States. From time to 
time all such leaders are called on for personal advice by the 
children and youth with whom they are associated. Here is a 
nontechnical handbook designed to assist such leaders in pro- 
viding helpful counsel. The book is noteworthy for its clarity 
of presentation and logical organization, its emphasis on the 
role of the counselor as a friendly advisor rather than a judge, 
and its stress on the limitations of the lay counselor in technical 
areas. The small volume is divided into 10 chapters, which may 
be grouped within three chief areas: (1) young people—charac- 
teristics, needs, and growth; (2) the counseling process—methods, 
techniques, and evaluation; and (3) in-service education and 
training procedures. Although the volume should find its greatest 
usefulness as a manual for the volunteer youth leader, there is 
much in it that should be useful for reference and evaluation 
to the most experienced counselor. 
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QUERIES AND MINOR NOTES 


EDATHAMIL CALCIUM-DISODIUM 
To THE Epritor:—Can the compound edathamil calcium-di- 
sodium (disodium calcium Versenate) be used effectively in 
the treatment of argyria? 
Robert J. Walsh, M.D., Jackson, Miss. 


ANSWER.—There are no reports available on the use of the 
chelating agent edathamil calcium-disodium (chemical name, 
disodium calcium ethylenediaminetetraacetic acid) for the treat- 
ment of argyria. On theoretical grounds, one would not expect 
the edathamil compounds to be effective in argyria, for in that 
condition the silver is present either as the metal or the metallic 
oxide, both exceedingly inert substances. If the silver were 
present in an ionized state, it would be as a monovalent ion; and 
the edathamil compounds are able to form soluble nonionic 
chelates only with polyvalent metal ions. Then, too, a necessary 
condition for chelation is the possibility of ring formation around 
the organic compound binding the metal; and it is difficult to 
visualize such an arrangement with a monovalent ion such as 
silver, which would dangle on the organic chain rather than 
form an integral part of an organic ring. 


MERCURIALISM 
To THE Epitor:—There have been Several articles in the litera- 
ture concerning the use of ethylenediaminetetraacetates in 
the treatment of heavy-metal intoxication. Has this chelating 
material been used in the treatment of mercurialism? 
M.D., Delaware. 


ANSWER.—Reports on the clinical use of calcium disodium 
ethylenediaminetetraacetate (edathamil calcium-disodium) in 
acute mercury poisoning have been conflicting, and to date the 
number of cases has been too small to allow evaluation of the 
therapeutic efficacy of this drug. Bell and co-workers recently 
reported a case of acute mercurialism treated with edathamil 
calcium-disodium for a period of five days (2.5 gm. per day of 
a 3% solution given intravenously) during which time symptoms 
subsided but urinary mercury excretion was not increased. After 
cessation of the treatment symptoms promptly returned and 
dimercaprol (2,3-dimercaptopropanol [BAL]) therapy was insti- 
tuted with greater success. These investigators concluded that 
the short remission of symptoms during edathamil calcium-di- 
sodium treatment was probably the result of bed rest away from 
the source of intoxication. Increased urinary lead excretion dur- 
ing edathamil calcium-disodium treatment and enhanced urinary 
mercury excretion after the administration of dimercaprol indi- 
cated that both drugs acted in the usual manner and that the 
mercury was not present in a unique combination that would 
prevent mobilization and excretion. Studies in animals have 
shown that the toxicity of the mercury chelate is not significantly 
different from that of mercuric chloride, while the lead chelate 
is decidedly less toxic than soluble lead salts. It is not surpris- 
ing therefore that a favorable response to edathamil was absent, 
since the effectiveness of this compound is dependent upon its 
capacity to bind divalent metals more strongly than competing 
groups within the body. 


BEHCET’S SYNDROME 

To THE Epitor:—A 26-year-old white woman has had two 
attacks of acute iritis in her left eye. The first attack was rather 
severe, with a 3+ flare and cells that later formed a thin 
membrane over the pupil and a gelatinous exudate in the 
anterior chamber. A few fine keratitic precipitates were also 
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formed. Three months later she had a second attack in which 
the findings were 2+ cells in the anterior chamber, no flare, 
no keratitic precipitates and that seems to be responding to 
atropine and hydrocortisone. The vision in each eye is 20/20, 
the posterior segment is normal on examination, and the right 
eye has been normal at all.times. Prior to the first attack she 
had had several “canker sores” in her mouth. She had acute 
appendicitis one month before the first attack of iritis, at 
which time the appendix and one ovary were removed. Six 
months earlier she had a hemorrhoidectomy, and about three 
months ago she had a severe lumbar backache for several 
days. Two years ago the patient was treated for chronic endo- 
cervicitis, but the examining physician did not note any 
aphthous ulcers. A few days before the present attack an 
aphthous ulcer was noted inside the lower lip. General physi- 
cal examination, urine analysis, chest and sinus x-rays, and 
complete blood cell count are all reported normal; serologic 
tests are negative, dental examination is normal, sedimenta- 
tion rate is 10 mm. in one hour, and typhoid and Brucella 
agglutinations are negative. The tonsils are large but show no 
evidence of infection, and there is no history of recent tonsil 
infection. Does this combination of aphthous ulcers and a 
nongranulomatous type of iritis represent a case of Behcet's 
syndrome or is it merely a coincidence? 
C. T. McCoy, M.D., Hutchinson, Kan. 


ANSWER.—Ulceration of the buccal and genital mucous mem- 
branes associated with ocular manifestations such as conjuncti- 
vitis, keratitis, and periodically recurring uveitis is suggestive of 
Behcet’s syndrome. However, aphthous lesions of the mucous 
membranes of the mouth are frequently due to herpes simplex 
virus and Burnet (1954) demonstrated the appearance of neutral- 
izing antibodies, which established the cause beyond doubt. 
Herpangima, streptococcic or diphtheritic infection, thrush, re- 
current aphthae, erythema multiforme, and Behcet’s syndrome 
should be considered in differential diagnosis. Behcet’s syndrome 
can be regarded as a link between the uveomeningitides and 
the dermo-stomato-ophthalmias. Involvement of the central 
nervous system has been observed. A few cases ended fatally; 
these were in patients suffering from widespread extension of 
the pathological process, including cerebral manifestations. The 
ocular involvement in Behcet’s syndrome consists usually of 
severe recurrent iridocyclitis or uveitis with hypopyon, which 
leads to blindness of both eyes in most reported cases. The re- 
covery of vision with subsidence of the uveitis in this case is 
not consistent with the results in most reported cases of Behcet's 
syndrome. Chronic endocervicitis as described in this case does 
not qualify as a genital lesion of the aphthous type of ulceration. 
The three classic manifestations as described by Behcet have 
not been definitely identified in this case, and most authors in 
describing similar cases have preferred to call the disorders 
aphthosis with accompanying uveitis rather than Behcet's 
syndrome. 


BLACK TONGUE 

To THE Epiror:—A farmer, aged 51, consulted me in June, 
1954, with a “hairy tongue” following the use of penicillin 
troches. This patient had last taken penicillin troches in De- 
cember, 1953. 1 applied 10% sodium hydroxide to the area 
of the tongue followed by 10% acetic acid. The condition 
was improved until about two months ago. Is there any more 
effective treatment, or should this particular treatment be re- 
peated at frequent intervals? M.D., Wisconsin. 


ANSWER.—Black tongue (brown tongue, glossophytia, melano- 
glossia, nigrities linguae) has been described by many writers, 
but its etiology is unknown. It is usually associated with hyper- 
trophy of the filiform papillae. In cases of extreme hypertrophy, 
there is an accumulation of matted hair-like processes on the 
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surface of the tongue, and the condition is known as black, 
hairy tongue. Heavy smoking; dyspepsia; irradiation; various in- 
flammatory lesions; washing the mouth with hydrogen peroxide, 
boric acid, silver nitrate, or chromic acid; and the use of certain 
tooth pastes have been rightly or wrongly blamed for the pro- 
duction of black tongue. Since the introduction of antibiotics, 
black tongue is seen much more often and is regarded as one 
of the side-effects of the use of the antibacterial agents. It was 
first reported in connection with the use of penicillin lozenges 
but has also been noted after parenteral therapy with this agent 
and after the use of aureomycin, chloramphenicol, and terra- 
mycin. Black tongue appears to occur at least four times more 
commonly after the local application of antibiotics than after 
they are swallowed or injected. 

Although the inquiry suggests that the hairy tongue was asso- 
ciated with the use of penicillin troches, its long duration raises 
the question of whether this is the only causative agent. It is 
possible that the lesion is idiopathic. Ir some instances of hairy 
tongue following the use of antibiotics, the discoloration has 
been found to be due to the growth of fungi that produce the 
pigment. Cultures of the tongue on Sabouraud’s medium would 
be of interest. If mold is isolated, repeated painting of the lingual 
surface with 1% solution of gentian violet may be of help. Some 
authorities have suggested the use of ample doses of the vitamin 
B complex, although there frequently is no conclusive evidence 
of a vitamin deficiency. As paradoxical as it may appear, several 
investigators have reported cure of the hairy tongue by the ad- 
ministration of antibiotics. Tomaszewski (Brit. M. J. 1:1249- 
1250, 1953) has recommended the following treatment: Aureo- 
mycin or penicillin troches, 10 daily, are given for one week. 
The tongue is scraped with a slide; after one to three weeks of 
treatment the brown growth can be scraped off the surface of 
the tongue with ease. The intensity of the brown color may 
increase significantly during the first few days of treatment. X-ray 
treatment of the hairy tongue has been claimed to produce 
clearing. 


LOSS OF SENSE OF SMELL 


To THE Epiror:—A patient fell against a curbstone, receiving 
a laceration of his scalp and a fracture of the skull, 4 in. 
(10.16 cm.) long, in the occiput slightly to the left of the 
median line. He was unconscious for 15 minutes. The reflexes 
were normal. He resumed work in four days. He had some 
crying spells for a short time but now feels well, except that 
the sense of smell is destroyed on one side. On the other side, 
on deep inhalations there is a perverted smell that he describes 
as acrid or similar to burning hay or mouldiness. Appetite is 
normal, and the urine is normal. He says he is a little tired 
in the morning but “all pepped up” in the evening. Please 
advise as to diagnosis, prognosis, and treatment. 


James T. Maxwell, M.D., Omaha. 


ANSWER.—Loss of the sense of smell is one of the commoner 
sequels of a severe craniocerebral injury. When it occurs it is 
usuaily permanent. A perversion of the sense of smell is much 
less common but does occur though it may be temporary. The 
former effect results from a laceration of the olfactory bulb or 
the nerve rootlets arising from it; the latter, from an incomplete 
destruction of these structures. Fortunately, most persons soon 
adjust to this loss of olfactory sensibility and become unaware 
of it or indifferent to it. There is no known treatment that is 
likely to prove of value. 


THE COMMON COLD IN CHILDREN 

To THE Eprror:—What is considered adequate management for 
common cold in infants and small children? Is it advisable to 
give sulfonamides or penicillin (orally) to all of them, having 
in mind the prevention of bacterial complications? 


M.D., Canada. 


ANSWER.—As in the case of adults, treatment of the common 
cold in infants and children consists mainly in the relief of symp- 
toms as they arise. Treatment should not be standardized but 
should be suited to the needs of each patient. The essential re- 
quirements of the patient are rest, ample moisture, and warmth. 
Rest in bed, especially if fever is present, diminishes the severity 
of the common cold, limits its spread to others, and reduces the 
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frequency of complications. This has stood the rigid test of time 
as a most sane and effective measure. Although salicylates and 
other fever-reducing medicaments have no effect on the in- 
fectious process, they do control headache and muscular aches; 
however, these should not be given routinely but only when nec- 
essary. Sulfonamide compounds, penicillin, and other antibiotics 
are ineffective in virus-initiated colds but are valuable in the 
treatment of complications of the common cold. It would not 
be advisable to prescribe these therapeutic agents routinely for 
the prevention of bacterial complications, especially since it is 
difficult to prognosticate the course pursued by the common 
cold in any given patient. Temporary relief from the discom- 
fiture of nasal obstruction justifies the use of nasal medication 
on a rational, physiological basis. 

Since the common cold in infancy often tends to produce com- 
plications, it requires adequate attention. A soft rubber ear 
syringe may be used to clear the nasal passages of infants who 
have considerable nasal drainage. The bulb of the syringe is 
compressed before introduction into the nostril and then allowed 
to expand, a procedure that withdraws the offending nasal dis- 
charge. When the opposite nostril is allowed to remain open, 
there is no danger from excessive negative pressure. The mother 
is always cautioned to avoid exerting positive pressure. When 
the infant cannot take the breast or bottle because of breathing 
difficulty due to suppurative nasal blockage, the use of the syringe 
immediately before feeding time frequently enables the child to 
take nourishment. A bland, mild nasal vasoconstrictor follow- 
ing suction is quite helpful when applied for several minutes on 
short cotton-tipped applicators (Fabricant, N. D.: Modern Medi- 
cation of the Ear, Nose and Throat, New York, Grune & Strat- 
ton, Inc., 1951). 


MINERALS IN FOOD SUPPLEMENT TABLETS 


To THE Eprror:—What are the beneficial and harmful effects 
that may result from use of minerals in food supplement 
tablets? One marketed product includes: iodine, 0.4 mg.; iron, 
20 mg.; copper, 2 mg.; manganese, 2 mg.; zinc, 2 mg.; cobalt, 
0.2 mg.; nickel, 0.2 mg.; fluorine, 0.2 mg.; as well as calcium, 
950 mg., and phosphorus, 562 mg., and recommends 6 tablets 
as a daily dosage. Another includes lesser amounts of the 
above, plus magnesium, 5 mg., and molybdenum, 0.2 mg. 
I have had patients who developed digestive upsets while 
using them and were relieved after discontinuing usage. 


Carl P. Jensen, M.D., Giendale, Calif. 


ANSWER.—The question asked is difficult to answer because 
little is known about the physiological functions of many of the 
“minerals” in the tablets described. The requirement for man 
and the toxic effects, including the digestive upsets noted by the 
physician, are quite unknown for many of these elements. About 
calcium and phosphorus a great deal is known. Each tablet of 
the first compound contains almost the recommended daily 
allowance of the National Research Council’s Nutrition Board 
for this element, so that 6 tablets daily would provide immense 
amounts of calcium. It is likewise well known that iodine in 
small amounts will reduce the incidence of colloid goiter occur- 
ring in the areas in which the soil is deficient in iodine. The 
small amounts of iron contained in the normal diet seem suf- 


- ficient for normal individuals. Therapeutically, iron should be 


given for hypochromic anemia, which is almost always due to 
chronic blood loss. Copper in small amounts together with iron 
is necessary for the prevention of anemia in experimental 
animals, but there is little evidence in man that anemia of any 
kind including that of infants is due to copper deficiency. The 
addition of fluorine to water supplies deficient in this element 
has been used as an aid in the prevention of dental caries. Mag- 
nesium is an important intracellular cation. It is possible that a 
deficiency of magnesium may occur in disease states, but little 
is known about it. The remainder of the elements (manganese, 
zinc, cobalt, nickel, and molybdenum) are present in the body 
in extremely small amounts. Zinc recently has been shown to 
be an integral part of carbonic anhydrase in bovine red blood 
cells and of leukocyte zinc protein in human leukocytes. Cobalt 
is an essential component of cyanocobalamin (vitamin Bu). 
Molybdenum is an essential co-factor for activity of liver 
xanthene oxidase. Nothing is known of the action of nickel in 
the body. 





the « 


SEV 
To 


~ ae ee ees ae 


re 




















Vol. 158, No, 1 


As noted above, iodine, iron, and calcium are well-known 
and important nutrients for man and usually will be supplied in 
sufficient amounts by a normal diet but should be used spe- 
cifically only in the prevention or treatment of the disease states 
for which they are indicated. The best evidence at present would 
indicate that there is sufficient copper, magnesium, manganese, 
zinc, cobalt, nickel, and molybdenum in the normal diet, but the 
evidence is scanty. Conversely, there is no evidence of deficiency 
of these substances in man and, as their possible toxicity is quite 
unknown, it would seem wise not to administer them apart from 
the quantities contained in a normal diet. 


SEWAGE DISPOSAL IN A SMALL SUBURB 


To THE Eprror:—Z/ live in a suburb of about 1,500 people. 
We have an excellent water supply system, but the sewage 
problem is handled individually by a septic tank and cesspool. 
The ground for the most part is quite impervious to water. 
We are debating whether there is any solution other than a 
municipal sewage disposal plant. Such a plant would cost 1 
million dollars, which is prohibitive for this small community. 
It is becoming imperative that we do something. 1 would 
appreciate any information you might have. 

M.D., Minnesota. 


This inquiry was referred to two consultants, whose respective 
replies follow.—Eb. 


ANSWER.—-Modern practice for the safe disposal of sewage 
in urban communities calls for the construction and operation 
of an efficient sewage treatment plant. This concept is particularly 
important in any area where the ground formation is such that 
septic tanks and cesspools will not operate efficiently and where 
the population density is heavy or confined to a small geo- 
graphical area. The inquirer states that a modern sewage treat- 
ment plant for a community of 1,500 would require an invest- 
ment of 1 million dollars. It was the consensus of engineers 
consulted that this figure is inordinately high. The cost of such 
a project is more than offset by the public health protection 
afforded water supplies, both public and private, the protection 
afforded homegrown food supplies, the preventing of the creation 
of public health hazards in recreation areas, and the control and 
abatement of odor nuisances. A careful investigation should be 
made with a view toward determining the feasibility of obtaining 
federal or state aid that may be available to offset the initial 
construction cost of such a project. Inasmuch as the problem 
of sewage disposal is unique in each community, it is recom- 
mended that representatives of the community contact the state 
board of health and request a sanitary survey of any proposed 
sewage disposal district. The state board of health can make 
specific recommendations as to the type, size, and location of 
any proposed sewage treatment plant. 


ANSWER.—The problem is to find the most economical, in- 
cluding the costs of construction and operation, and satisfactory 
method of sewage disposal for a suburban community of 1,500 
people. Apparently, treatment by means of septic tanks followed 
by leaching fields and cesspools has been unsatisfactory because 
the subsurface soil is too impervious to water. Although it is 
possible to construct small sewage treatment plants serving only 
a few people, it is neither economical nor practical for a com- 
munity of 1,500 people. It appears that sound engineering advice, 
such as can be given only by one having a knowledge of local 
problems involved, is needed. As the initial step it is essential 
to confer with the local or state health departments, since what- 
ever treatment facilities are provided must comply with their 
requirements, 


WARFARIN COMPOUND 

To THe Epiror:-—Two children have been admitted to our hos- 
pital after eating rat poison containing Warfarin, a substance 
related to dicumarol. The rat poisons were sold under the 
names of Warfarin compound and d-Con. What is the proper 
management for these cases? Our management has been to 
thoroughly lavage the stomach and to give three daily doses 
of Mephyton (Vitamin K;,), 50 mg. intravenously. On this 
regimen the children have shown no ill-effects, with the excep- 


——————— hc etoile een es 


QUERIES AND MINOR NOTES 93 


tion of a transient moderate prolongation of the prothrombin 
time in one case. Are we overtreating these children? Would 
it be better to merely lavage the stomach and then watch the 
prothrombin time, not starting therapy with Vitamin K, until 
the prothrombin time is prolonged? Is Vitamin K, given intra- 
venously retained in the body for several days so that it will 
antagonize the effect of dicumarol occurring two or three days 
after the administration of Vitamin K,? 
M. C. Spradlin, M.D., Somerset, Ky. 


ANSWER.—Warfarin is a metabolic antagonist to Vitamin K, 
and its presence in the body thus results in inhibition of pro- 
thrombin synthesis. A deficiency of prothrombin results from 
large single doses or multiple small doses of this vitamin 
antagonist. There is usually a lag period of 24 to 48 hours in 
attaining the full effects of a single dose of the rodenticide. With 
a sufficient dose of Warfarin prothrombin synthesis ceases soon 
after absorption of the compound, but the reserve prothrombin 
prevents the immediate onset of untoward effects. Vitamin K; 
or synthetic Vitamin K substitutes are highly effective in antag- 
onizing the effects of Warfarin. For this purpose it is recom- 
mended that 100 to 150 mg. of Vitamin K; be given intrave- 
nously. Complete reversal of the action of Warfzrin may be 
expected within 4 to 12 hours. Whether repeated treatment with 
the vitamin is necessary depends on the dose of Warfarin that 
was ingested and the period of time over which the poison was 
consumed. The rate of excretion of Warfarin is relatively rapid, 
and the duration of prothrombin deficiency is, therefore, not 
prolonged. The administration of three daily doses of 50 mg. 
of K, and stomach lavage does not constitute overtreatment. 
However, intravenous administration of the vitamin was prob- 
ably unnecessary. Oral administration of the antidote for a few 
days is sufficient unless the prothrombin level is decreased at 
the time that treatment is initiated. 


PLATING OF FRACTURES 

To THE Eprror:—Has there been any proved adverse reaction 
in combining stainless steel and vitalium metal in the plating 
of fractures? The situation was the use of a steel plate and 
vitalium screws. The two lower screws became loose, and the 
question has arisen that, due to the combination of metals, 
an electrolytic reaction was established that caused the screws 
to become loose. The time was about three months after the 


plating. J. C. Rodine, M.D., Aberdeen, S. D. 


ANSWER.—When the two different types of metal are used as 
described an electrolytic reaction may be set up, producing bone 
absorption and at times corrosion of the screws or plate. 


BRUCELLOSIS AND PREGNANCY 

To THE Eprror:—A 31-year-old white married woman 10 years 
ago supposedly had undulant fever. Assuming she did have, 
all appearance of active infection is gone on the basis of nor- 
mal sedimentation rate, complete blood cell count, negative 
agglutinations on two occasions, and normal physical exami- 
nation. She has been told by several doctors she should not 
have children because pregnancy would be very “dangerous” 
in one who has had undulant fever. I have never heard of this. 
Is there any basis for these opinions, and would you consider 
her as cured? The original diagnosis was made by an osteopath 
on the basis of “blood tests,” exact kind unknown. 

S. R. Cable, M.D., Rochester, N. Y. 


ANSWER.—An allegation of brucellosis that was based on non- 
cultural laboratory tests, apparently without accompanying clini- 
cal and epidemiological findings consistent with this disease, 
is a poor basis on which to rest a decision that seriously qualifies 
or restricts any important aspect of an individual’s life. Many 
women with brucellosis of low degree of activity have borne 
children successfully. Although some ‘have experienced a stormy 
postpartum period, the great majority have not been judged to 
be endangered. A woman who has presumably had no symptoms 
of brucellosis for 9 or 10 years, even if the diagnosis had been 
verified, should not be dissuaded from having a wanted child. 
Current therapy for the disease, although not ideal for all cases, 
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should be adequate to insure a successful termination of preg- 
nancy without danger. Since the diagnosis of past brucellosis 
cannot be substantiated, there seems to be no pertinent reason 
to oppose conception. 


SKIN DIVING 


To THE Epiror:—Please give information concerning harmful 
effects of skin diving. | am specially interested in effects on 
the lungs of use of mineral oil for lubrication of air flow. 


Eugene H. Wyborney, M.D., Port Angeles, Wash. 


ANSWER.—There is no reason why skin diving should have 
any harmful effects on a person who accepts instruction from 
experienced teachers, provides himself with reliable apparatus, 
and obeys well-established rules for safety. This statement applies 
to peacetime swimming with self-contained equipment independ- 
ent of lines, hoses, and pumps. No lubricants are permitted if 
compressed oxygen is used. If compressed air is carried it may 
be necessary to pay attention to the lubricant used when the 
tank is filled, for some lubricants give a strong smell to the air 
and may irritate to the point of nausea on prolonged inhalation. 
Liquid petrolatum is preferable as a lubricant because it does 
not give the objectionable odor. In addition, the compressed air 
should be filtered. The continued inhalation of an oily mist has 
cumulative effects and can cause lipoid pneumonia, but this 
seems not to have occurred among the experiences recorded by 
Lambertsen (Occup. Med. 3:230, 1947) or Waite (U. S. Armed 
Forces M. J. 2:1317, 1951). These remarks do not apply to diving 
done with masks or helmets connected to pumps and receiving 
a constant supply of air from them. 


TUBEROUS SCLEROSIS 

To THE Epitor:—/n Queries and Minor Notes in THE JouRNAL, 
March 12, 1955, page 979, a physician from Texas asks about 
the use of edathamil calcium-disodium: (chemical name, 
disodium calcium ethylenediaminetetraacetic acid) for re- 
moval of calcium from the brain in a case of tuberous 
sclerosis. The answer properly points out that the calcium 
deposits are not the cause of the trouble but only secondary 
manifestations. However, the answer fails to point out another 
misunderstanding that is reflected in the question. What should 
be pointed out is that misunderstanding exists among physi- 
cians concerning which of the edathamil compounds may be 
used to remove calcium from the tissues of the body. 
Edathamil calcium-disodium (calcium disodium Versenate) 
will not do this, since it is a complex that has already been 
chelated with calcium. The compound that should be used is 
edathamil sodium. When this salt comes in contact with 
the calcium ion, the latter is cheiated and is bound in the 
molecule. The complex forms at a pH above 6.5, is water- 
soluble, and is virtually undissociated, but with a decreasing 
PH progressive dissociation occurs. 

This calcium complex, known as edathamil calcium- 
disodium, on the other hand has the property of chelating 
heavy metal ions, such as lead, cobalt, nickel, etc., to form 
undissociated water-soluble complexes, where the calcium 
has been displaced by the heavy metal ion. Therefore, it will 
be seen that edathamil sodium is to be used to remove 
calcium from the body, whereas edathamil calcium-disodium 
is to be used to remove heavy metal from the body. 


Lewis T. Mann, M.D. 

Riker Laboratories 

P. O. Box 3157 Terminal Annex 
Los Angeles 54. 


MONOMER GASES 


To THE Epiror:—Jn THE JourRNAL, Feb. 26, 1955, page 779, was 
a question in regard to monomer gases. I feel that the question 
should not have been answered in such a disarming manner, 
since the query was quite nonspecific in character. The term 
“monomer” is defined in chemical dictionaries as “the simplest 
repeating structural unit of a polymer.” “Monomer gas,” then, 
would be logically and correctly applied to any chemical in 
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the gaseous state capable of being polymerized under certain 
conditions of heat, pressure, etc. One of the common monomer 
gases is ethylene, which polymerizes to polyethylene, the 
“squeeze bottle” plastic. Ethylene is probably one of the 
least toxic monomer gases known. Even ethylene, however, 
when. inhaled in high concentrations will produce narcosis 
and disturbances of memory. 


Many of the other monomer gases are exceedingly toxic. 
The toxicity of the components of formaldehyde-phenol resins, 
for example, is well established. This toxicity applies in vari- 
able degree to the polystyrene and polyvinyl monomers as well 
as many others. One of the most toxic monomers is encoun- 
tered in the manufacture of the newer fluoride-containing 
plastics. All of these monomers could be encountered in the 
gaseous state at sometime during the usual manufacturing 
processes. Regarding the published reply, 1 feel that by not 
carrying the discussion further some inaccurate opinions on 
the toxicity of monomer gases may have been formed, the 
implication being that monomer gases are typically “inert” 
and therefore harmless. 


R. E. Joyner, M.D. 
2318 Forrest Circle 
South Charleston, W. Va. 


To THE Epitror:—J/n THE JouRNAL, Feb. 26, 1955, page 779, Dr. 
McCarron asks about the toxicity of monomer gas and the 
reply implies that such a gas is inert and nontoxic. “Monomer 
gas” is not an entity. A monomer, as it is known today, is 
a chemical compound that will unite with itself, or other 
monomers, to form a polymer. One example is ethylene, whose 
polymer is polyethylene. There are dozens of monomers in 
commercial use, and their toxicity varies. For example, chloro- 
trifluoroethylene is described in “Modern Occupational Medi- 
cine” (Fleming and Alonzo, editors, Philadelphia, Lea & 
Febiger, 1954, p. 336) as possibly fatal in a few minutes at 
500 ppm. Neurological findings are discussed. 1 believe the 
answer should have been to request the name of the monomer 
in question and any available data on degree and length of 
exposure. Only on these data can etiology of the patient's 
illness be determined. 

Joseph Guelich 
380 Bleecker St. 
New York 14. 


The two letters concerning monomer gas were referred to the 
consultant who answered the original inquiry, and his comments 
follow: 

The criticism presented by the two correspondents is well 
merited. Manifestly the term “monomer gas” refers to no 
chemical entity. However, in “industrial vernacular’ that term 
at least at times has specialized meaning. In that parlance a 
monomer gas is one that only polymerizes with itself and not 
one that unites at times with different monomers to produce 
more complex chemical structures. As used in that sense the 
formaldehyde that combines with phenol to produce phenol- 
formaldehyde plastics would not be a monomer. It is perhaps 
true that this usage deviates from chemical exactness. 


The correspondents refer to fluorine compounds. The purposes 
of these critics are well served by mention of chlorotrifluoro- 
ethylene. One correspondent cites a statement in “Modern 
Occupational Medicine,” page 336, as describing the mentioned 
substance as possibly fatal in a few minutes after exposure at 
the level of 500 ppm. Again, on page 315, there is the statement 
“a drastic effect on the brain and meninges if inhaled in con- 
centration over 100 ppm.” That substance affords an opportunity 
to emphasize how difficult it is to find agreement and exactness 
in statements referable to divers chemicals and their properties, 
since Dr, Henry F. Smyth and co-workers, of the Mellon In- 
Stitute, report (J. Indust. Hyg. & Toxicol. 31:343 [Nov.] 1949) 
that chlorotrifluoroethylene at 4,000 ppm required 14 days to 
kill 50% of animals exposed for four hours daily. Obviously 
these two diverging reports, coming from two outstanding 
sources, are not readily reconcilable. Such discrepancies as this 
will appeal to the correspondents as revealing the continuing 
difficulties in the world of industrial hygiene attended by multi- 
plicity of terms and different usage of language. 
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